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INFORMATION FOR CONTRIBUTORS 


THe JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the of- 
ficial scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JouRNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for fig- 
ures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each ref- 
erence must include the name of the author and the full title of the 
article or book. For periodicals, the name, volume number, complete 
date, and inclusive paging of the article are required. For books, the 
edition, the name and location of the publisher, and the year of publi- 
cation are required. Exact page numbers must be given for all direct 
quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figure charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering must be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, but 
direct-contact glossy prints from originals are preferable. 

4. All illustrations must be numbered and the top indicated. 

5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether or 
not permission has been obtained, and credit to be given. 


Copies of the Journal 
1. Three copies of THE JourRNAL containing his article will be sent to 
the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed b; Pioneer Publishing Company, Publication Office, 100 S. Kenilworth Ave., 
Oak Park, Ill. Editorial and Executive Offices, 212 E. Ohio St., Chicago J , Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing 
at special rate of postage provided for in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Entered at Oak Park, Ill., Post Office as 
second class matter April. 1, 1926, under the Act of March 3, 1879. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, clip 
address from mailing envelope of your copy of this magazine and send : long with new address (with zone number if any). Allow 5 weeks for 
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SCHERING writes 
new chapter diuretic 
hypertension therapy 


lowest dosage —unexcelled diuretic activity 


trichlormethiazide 


selective electrolyte screening 


lower potassium excretion, less risk of digitalis toxicity... maximum sodium output... 
balanced sodium and chloride excretion...24-hour effect on one 4 mg. dose...signifi- 
cant antihypertensive effect alone, potentiates other antihypertensive drugs... 
more economically priced...dosage less than 1/100 of chlorothiazide 
Packaging: NAQUA Tablets, 2 and 4 mg. scored, bottles of 100 and 1000. 
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Re-educate 
The Constipated Bowel 


in all patients— whatever the functional cause. 


‘Senokot? RESTORES bowel function 
by reproducing the normal physiologic 
process of defecation. & 

‘Senokot’ RESENSITIZES the specific 


network of nerves (Auerbach’s plexus) 


that mediates the evacuatory response. 


‘Senokot’ REHABILITATES the constipated patient by 


helping to restore normal bowel tone, sensitivity and 


rhythm. 
enokot 
| TABLETS GRANULES 
Small and easy to swallow, in bottles of 100. Cocoa-flavored, in 8 and 4 ounce canisters. 


(Fs) Lhe: Company NEW YORK 14, N.Y. | TORONTO 1, ONTARIO 


DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 


©Copyright 1960, The Purdue Frederick Company SENOKOT ®BRAND OF STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS. PURDUE FREDERICK 
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after a myocardial infarction 
and throughout the course 
of postcoronary convalescence... 


Peritrate helps establish and 
sustain collateral circulation 


Z. improves coronary blood flow with no significant drop in 
blood pressure or increase in pulse rate 


2. helps support natural healing and repair 


2. helps reduce myocardial damage 


4, smooth onset of action minimizes nitrate headache 


basic therapy in coronary artery disease 


Peritrate’ 20 mg. 


brand of pentaerythritol tetranitrate 


the selective, long-acting coronary vasodilator 


compensatory 


il, collateral 
circulation 

develops around 
damaged 
myocardium 


MORRIS PLAINS, N.J. 
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“..most bacterial infections 


encountered in 
pediatric practice will 
respond satisfactorily...”! 


CYCLAMYCIN promptly and reliably controls most common infections 
caused by a wide variety of gram-positive and several species of gram- 
negative pathogens. It is also effective against several obstinate patho- 
gens, including some staphylococci resistant to other antibiotics. 
. .85 per cent of [200] treated patients 
obtained a clinical cure... .””! 


Children accept it readily. Delicious cherry-raspberry flavor -« homogenized suspension 
* easy to take, well tolerated + serious reactions due to sensitivity or toxicity are rare. 


For further information on prescribing and administering CYCLAMYCIN see descriptive 
literature, available on request. 
1. Ripberger, F.M., Jr., et al.: Antibiot. Med. & Clin. Therap. 6:662 (Nov.) 1959. 


CYCLAMYCIN 


Triacetyloleandomycin, Wyeth 
SUPPLIED: Oral Suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fl. oz. 
Capsules, 125 mg. and 250 mg., vials of 36. A Century of 


Wyeth Laboratories Philadelphia 1, Pa. 
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eocaine, topical anesthetic with 
tained action @ control cough with 
marylamine, effective non-narcot 
ussive @ combat infection with 
bacitracin, tyrothricin and neom 
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pleasant relief of sore throat and cough nan ieee flavor 
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brand of nialamide 


the mood brightener 
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Now you can treat the underlying cause 
of many imaginary ills 


When ills turn out to be imaginary, depression usually is the cause of annoying 
symptoms. In many such instances, NIAMID can raise the patient’s spirits, free her 
from the doldrums of imaginary disease, and renew her interest in friends 

and family. 


NIAMID treats the underlying cause of many depressive syndromes, occurring alone 
or complicating a physical disorder. This effect appears to be achieved by 
restoring neurohormone balance. Response to the gradual, gentle action of NIAMID 
begins within a few days in some patients, and in most other patients within 

two or three weeks. 


An exceptionally well tolerated antidepressant— more than 500,000 
prescriptions in many clinical conditions— more than 90 published papers. 


NIAMID is supplied as 25 and 100 mg. scored tablets. A Professional Information Booklet 
is available on request from the Medical Department, Pfizer Laboratories, 
Div., Chas. Pfizer & Co., Inc., Brooklyn 6, New York. 


Science for the world’s well-being™ 
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...Felief from pollen allergies 
more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.’* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.1 Oral administration distributes medication: 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.” 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCI 50 mg. 


also available: 
TRIAMINIC JUVELETS® 12 the formulation of the Triaminic Tablet with timed-release action. 


TRIAMINIC SYRUP each teaspoonful (5 mi.) provides V4 the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S.R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 


first—the outer layer dissolves 
within minutes to produce 


Relief is prompt and prolonged 3 to 4 hours of relief 
because of this special then—the core disintegrates 
timed-release action to give 3 to 4 more 


hours of rellef 


SMITH-DORSEY -« A DIVISION OF THE WANDER COMPANY e LINCOLN, NEBRASKA 
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your Hypertensives: keep them awake & working 


...and do the job with one prescription 


— : 


RETICY 


(Oretic® with Harmonyl®) 


two effective ingredients compounded 
into a single tablet: 


Oretic. A diuretic-antihypertensive pro- 
ducing maximum diuretic/saluretic 
effect ... notably potentiates action of: 


Harmonyl. Unique rauwolfia alkaloid 
fully as effective as reserpine ... but 
with lower incidence of side effects 
such as lethargy, drowsiness and nasal 
congestion. 


three precision dose forms to treat 
virtually every degree of hypertension: 


Oreticyl Forte. Oretic 25 mg., Harmonyl 
0.25 mg. Recommended as “‘‘initial 
treatment’’ form in most cases of mod- 
erate to severe hypertension. Usual 
dose: one t.i.d. 


Oreticyl 25. Oretic 25 mg., Harmonyl 
0.125 mg. 


Oreticy! 50. Oretic 50 mg., Harmonyl 
0.125 mg. 


Either form for adjustment of dosage 
once response is seen. Also useful to 
begin treatment in milder cases. 

All 3 in bottles of 100 and 1000. 


often gives you a chance to brighten 
the hypertensive’s dreary diet, too... 


-Oretic’s pronounced action in eliminat- 
ing sodium will, in many cases, allow 
you to adjust diet restrictions so that 
the patient can enjoy some real salt 
with his meals. 


ORETICYL——TRADEMARK 
ABBOTT 
@HARMONYL—OESERPIOINE, ABBOTT 


ABBOTT 


NEW 
Ing 
10 


If one...or all. ..needs nutritional support . 


deserve 
capsules— 14 VITAMINS AND 11 MINERALS 
Vitamin -Mineral Supplement Lederie For Complete Formula see PDR (Physicians’ Desk Reference ), page 689 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Bederi) 


be 


continuous reélief 
from... 
“pressure pain” 
and 
congestion 


™ LONG-ACTING 


NOVAHISTINE SINGLET” 


One Novahistine Singlet tablet usually gives prompt and continuous relief in sinusitis. 

It combines the decongestive Novahistine Effect with a virtually nontoxic, well-tolerated 
- analgesic. Novahistine Singlet relieves pain, opens blocked nasal sinuses, reduces 
- edema and helps restore normal sinus drainage and ventilation. 


Dosage: One tablet every 6-8 hours (usually morning, afternoon and bedtime). 


Each Novahistine® Singlet tablet contains 40 mg. phenylephrine HCI, 8 mg. chlorprophenpyridamine 
maleate and 500 mg. APAP (N-acetyl-p-aminophenol). Supplied in bottles of 50 tablets. 


Novahistine formulas have been prescribed more than 9,000,000 times since 1952—based on National 
Prescription Audits. 


PITMAN-MOORE COMPANY ooision oF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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OPTIMUM NUTRITION: 

Providing all the normal 
dietary requirements plus a 
reserve for stress situations. 


~ 


. National Research Council 
Recommended Dietary 
Allowances, NAS-NRC Pub. 
589 (1958). 


Baker’S MODIFI€@D MILK 


Baker's Modified Milk contains all essential vitamins in quantities sufficient 
to supply Recommended Daily Allowances! to infants whose daily formula 
intake is as low as 26 ounces. This results in: —adequate 
vitamin intake is certain, under- or overdosage is virtually eliminated. 

—digestive upsets are minimized, because 
multiple-vitamin vehicle antagonisms are eliminated, - 
since vitamins are already in the formula, there is no extra work or 
bother. ~mothers don’t have to buy supplementary vitamins; 
there is no additional cost. The Baker Laboratories, Inc., Cleveland 3, Ohio 
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‘STRASIONIC’ ANTICHOLINERGIC METHSCOPOLAMINE-TUAZOLE® RESIN 


NEW 8-12 HOUR RELIEF WITH A SINGLE DOSE 
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DISTINCTIVE ADVANTAGES 
Anew, potent long-acting anticholinergic. 


8-12 hour acid, pain, and motility suppres- 
sion with a single dose. 


Greater safety and freedom from the disad- 
vantages of short-acting anticholinergics. 


Gives predictable control over hyperacidity, pain, 
and motility in the gastrointestinal tract. 


Relieves pain, preprandial distress and other symp- 


toms of peptic ulcer (all day or all night) for 8-12 
hours with a single dose. 


Creates environment conducive to healing of ulcer. 


METHSCOPOLAMINE-TUAZOLE® RESIN 


‘STRASIONIC’ ANTICHOLINERGIC 


A single capsule of Akalon-T provides a uniform 8-12 
hour antisecretory, antispasmodic, GI calmative action 
unaffected by fluctuations in pH, enzymatic activity, or 
motility. This unique characteristic of ‘Strasionic’ re- 
lease products is therefore of particular value in the 
treatment of peptic ulcer. An ion exchange resinate, 
Akalon-T’s rate of drug release is determined solely by 
available cations—whether Ht, or Nat, or K*, ete. 
Since their total concentration is constant throughout 
the gastrointestinal tract, the release of Akalon-T is 
uniform, continuous, and predictable. 


TWO STRENGTHS 


AKALON-T i0 mg. Methscopolamine 
and 40 mg. Tuazole (Brand of 2-methyi-3- 
orthotolyl-quinazolone) as cation exchange resin 
complexes of sulfonated polystyrene. 


AKALON-T'S' :5 mg. Methscopolamine 


and 20 mg. Tuazole (Brand of 2-methyl-3- 
orthotolyl-quinazolone) as cation exchange 
resin complexes of sulfonated polystyrene. 


Akalon-T—made and marketed ONLY by 


STRASENBURGH Lasoraronies 
ROCHESTER, 


N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


48-hour result in 
acute contact dermatitis 


a) 

Severe 
poison ivy 
dermatitis 
of face 


b) 

24 hours 
aftera 

single 2 cc. 
(80 mg.) 
injection of 
Depo-Medrol 


48 hours 
after 
Depo-Medrol 
therapy 


Photographs courtesy of 
Earl B. Brown, M.D. 
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Even in severe, disabling cases of 
acute contact dermatitis, Medrol usually 
elicits prompt response. The duration 
of treatment is brief, rarely needing to 
extend beyond a few days. 


there is only one 
methylprednisolone, 
and that is 


Medrol 


the corticosteroid 
that hits the disease, 
but spares the patient 


Medrol is supplied as 4 mg. tablets in bottles 

of 30, 100 and 500; as 2 mg. tablets in bottles of 
30 and 100; and as 16 mg. tablets in bottles of 
50. Depo-Medrol** is supplied as 40 mg. per cc. 
injectable suspension in 1 cc. and 5 cc. vials. 


*Trademark, Reg. U. S. Pat. Off.—methylprednisolone, Upjohn 
**Trademark 


| From Carnation... 


a ready-prepared evaporated milk formula 
Carnalac is simply Carnation Evaporated Milk with its : 
added Vitamin D, plus carbohydrate. The carbohydrate is 
natural lactose from the milk, and added maltose-dextrin | 
syrup. Mother adds water in the amount you recommend. | ws oN 


EVAPORATED \ 


CARNATION EVAPORATED MILK IS THE 
WORLD’S LEADER FOR INFANT FORMULA FEEDING 
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Your surgacal convalescent feels better 
because he is better with 


Durabolin 


(Nandrolone phenpropionate injection, OrcaNnon) 


for safe potent anabolic stimulation 
+ to maintain positive nitrogen balance 
I CC. ONCE each week + to promote rapid wound healing 
+ to restore appetite, strength, vitality 
+ to shorten convalescence, save nursing time 
+ to reduce the cost of recovery 


Supplied: 1-cc. ampuls (box of three) and 5-cc. vials, 
25 mg. nandrolone phenpropionate/ cc. 


Adults: 1 cc. i.m. each week, or 2 cc. every other week. 


Inc., W. Orange, N. J. 
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asleep 


minutes 
after 


This is the promise of Noludar 300...a night of deep, refreshing sleep without risk of habit- 
uation or toxicity...6 to 8 hours of undisturbed rest...an easy awakening in the morning, 
free of fogginess or barbiturate “hangover.” Try Noludar 300 for your next patient with a 
sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 


Toss 
2 
300-m 
g capsules 
~ 
ROCHE 
EA x LABORATORIES * Division of Hoffmann-La Roche Inc » Nutley 10, New Jersey Bis ks 


FOR THE EMOTIONAL “| JS” 


ANP “DOWNS” 


brand of trifluoperazine 


to relieve tension and nervousness . . . overcome 
apathy and emotional fatigue 


‘Stelazine’ is outstanding among tranquilizers 
because it often shows a striking dual capacity: 
. . . it calms and relaxes tense, nervous patients 

. . it motivates listless, apathetic patients to- 
ward a more normal level of mental and physi- 
cal activity. 


For this reason, ‘Stelazine’ is especially suitable 
for controlling the emotional “ups” and “downs” 
of your menopausal patients. 


Just one 1 mg. ‘Stelazine’ tablet, b.i.d., usually 
protects your patient from emotional distress. 
Additional information available on request from 
Smith Kline & French Laboratories, Phila. 1. 


Available: Tablets, 1 mg., in bottles of 50 and 500; 
and tablets, 2 mg., in bottles of 50. 


SMITH 
KLINE & 
FRENCH 


leaders in psychopharmaceutical research 
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ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 


Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 


ALPEN has greater freedom from the G. I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


fi WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 

& : a) % HOW TO USE ALPEN Depending on the severity of the infection, 
ee - ae 125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
| ‘s = ae daily may be used. In more severe or stubborn infections, a dos- 
i = : Mage of 500 mg. (800,000 units) t.id. may be employed. In beta 

hemolytic streptococcal infections, treatment should be con- 

tinued for at least ten days. 
a = ; PRECAUTIONS The usual precautions in the administration of 
| a. ee oral penicillin should be observed. For further details see pack- 
age literature. 
Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm, bottle (125 mg. per 
5 cc. teaspoonful), 


this the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPEN™ potassium phenethicillin 
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meprobamate with PATHILON® tridihexethy! chloride Lederle 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, 1/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethyl chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. ‘ 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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OPEN LETTER 
Obesity products: their 


How much is a drug really worth in obesity ? 

In all honesty, the two most important factors in treating the obese 
patient are your influence in the doctor-patient relationship and 
the diet itself. Still, some patients require concomitant drug 
therapy to help them stick to your prescribed dieting regimen. 


Since many of these patients must be given the medication for 
extended periods of time, drug cost can be very important and 
may affect their attitude and reactions to the treatment. 

So, the essential criteria for an ideal anorexigenic compound are 


when will power 
is not enough 


doubles the power 
to resist food 


1. controls the appetite—d-amphetamine phos- 
phate curbs the appetite, elevates the mood, in- 
creases the willingness to endure restricted diets, 
and has a prolonged duration of action when 
combined with Nicel. 


2. suppresses bulk hunger— Nicel* supplements 
the reduced bulk intake and gives a sense of 


fullness. 

Each Obocell tablet contains: 
d-amphetamine phosphate (dibasic)......... 5 mg. 


*a special high viscosity methylcellulose 


Dosage: 1 or 2 tablets one hour before each meal with Metaber 


a full glass of water. 
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PHYSICIANS 
effectiveness and cost 


not only effectiveness in curbing appetite and safety but also 
economy. And, d-amphetamine administered under a physician’s 
supervision is still a drug of choice that satisfies all these criteria. 
It curbs the appetite and also does what some anorexigenic com- 
pounds do not do—elevates the mood and makes the patient more 
willing to stick to your prescribed dieting regimen. 

To satisfy all three criteria—effectiveness, safety and economy— 


think of Obocell and Obocell-TF, the economy prescriptions in 
obesity. These products are described below. 


to alleviate the problems 
of a restricted diet 


(tension formula) 


contains ain 
antidisturbant, methapyrilene 


e provides a controlled lift in the mood of the patient 


e calms anxious or tense individuals or those sensi- 
tive to sympathomimetic drugs 


e controls the appetite 
e suppresses bulk hunger 


Each Obocell-TF tablet contains: 


d-amphetamine phosphate (dibasic)......... 5 mg. 


Dosage: 1 or 2 tablets before each meal with a full 
glass of water. A tablet may be given in the evening to 
combat the “‘night-eating syndrome.”’ 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
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in musculoskeletal disorders 


INJECTION 


PHOSPHATE re 
HASONE 21-PHOSPHATE fibro 
usually controls the acute phase mu 
Caut 
often within 2 hours after injection Cs 
4 
‘A 


pari rapid relief and prolonged 
effect—complete solubility 


affords quick diffusion of 
the therapeutic dose 


me. for mg. the most 
active steroid 


passes easily through 
small-bore needles 


pani vnecr needs no reconstitution— 
no refrigeration 


injection DECADRON Phosphate can be used in strains and sprains, bursitis, 
fibrositis, rheumatoid arthritis, traumatic arthritis, acute gouty arthritis, 
osteoarthritis, osteochondritis, ‘trigger’ points (localized painful areas in 
muscles), tendinitis, whiplash injuries (acute), and muscle trauma. 

Caution: Steroids should not be given in the presence of tuberculosis, chronic 
nephritis, acute psychosis, peptic ulcer, or ocular herpes simplex. 


Note: Do not inject into intervertebral joints. 


"Qo MERCK SHARP & DOHME - Division of Merck & Co., INC. +» West Point, Pa. 


DOSAGE AND ADMINISTRATION: 
Injection DECADRON Phos- 
phate is ready for imme- 
diate use intramuscularly 
or intra-articularly. 
Dosage varies from 0.4 to6 
mg. or more depending on 
the nature and severity of 
the condition. 


SUPPLIED: 

5 cc. vials with 4 mg. dexa- 
methasone 21-phosphate 
as the disodium salt per cc. 


Additional information on 
Injection DECADRON Phos- 
phate is available at your 
request. 


DECADRON is a trademark 
of Merck & Co., INC. 
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MAXIMAL ABSORPTION 
Acid stable, extremely soluble. 
MAXIPEN is rapidly absorbed 
from gastrointestinal tract. 


MAXIMAL BLOOD LEVELS 


substantially higher than po- 


‘tassium penicillin V (higher 
levels than with intramuscular 
procaine penicillin G). You get 
injection levels with a tablet. 


MAXIMAL ORAL INDICATIONS 
Indicated in infections caused 
by streptococci, pneumococci, 
susceptible staphylococci, and 
gonococci, including: 


pneumococcal impetigo 

pneumonia susceptible 
gonorrhea staphylococcal 
tonsillitis abscesses (with 
laryngitis indicated surgery) 
otitis media cellulitis 
streptococcal lymphangitis 

pharyngitis pyoderma 


Also prophylactically in sec- 
ondary infections following 
tonsillectomy, dental extrac- 
tions, other surgical proce- 
dures. 
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AVERAGE SERUM LEVELS Mcg /Mi 


Manpen, Fast 

Mampen, Non-Fast 

penciin V potassum Fast 
V potasewm Non: Fast 


COMPARATIVE SERUM LEVELS 
Oral Maxipen vs. Intramuscular Pemesliin G 


AVERAGE SERUM LEVELS Meg 


“Based on 3294 individual serum 


tBased on 1716 individual seru 
Complete details on request. 


ntibiotic determinations 
antibiotic determinations 


MAXIMAL FLEXIBILITY 
May be administered without 
regard to meals. However, 
highest absorption is achieved 
when taken just before or be- 
tween meals. 


Dosage: For moderately severe condi- 
tions, 125 to 250 mg. three times daily. 
For more severe conditions, 500 mg. as 
often as every 4 hours around the clock. 
Note: To date, MAXIPEN has not shown 
less allergic reactions than older oral 
penicillins. Usual precautions regard- 
ing penicillin administration should be 
observed 

Supplied: MAXxIrEN TABLETS, scored, 125 
mg. (200,000 units) bottles of 36; 250 mg. 
(400,000 units) bottles of 24 and 100. 
MAXIPEN FOR ORAL SOLUTION; reconsti- 
tuted each 5 cc. contains 125 mg., in 
60 cc. bottles. 


Triumph of Man Over Molecule 
Designed by Pfizer for Maximal Benefit 


The high oral efficacy of MAXIPEN is die to 
the fact that this is a new “tailor made” 
penicillin —a mixture of the D and L isomers 
of a-phenoxyethy! penicillin potassium. It is 
the first available of the penicillins now being 
designed by the Research Division of Pfizer, 
pioneer in the cia it of 
penicillin and a leading producer for 17 years. 


New York 17, N. Y. 

J. B. Roerig and Company 

Division, Chas. Pfizer & Co., Inc: 
Science for the World's Well-Being * “ 
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How to win 
little friends 

and influence 
recovery 


Tastefully tailored to the antibiotic needs of 
pediatric patients 


new Cosa-lerrabon 


oxytetracycline with glucosamine 


Delicious in taste: the appealing flavor of sweet, fresh fruit 
Decisive in action: the well-tolerated broad-spectrum efficacy 
of Terramycin® with glucosamine 

Preconstituted for uniform potency, efficacy, and taste-appeal 
from the first dose to the last. 

Cosa-Terrabon Oral Suspension — 125 mg. oxytetracycline/5 cc, 
2 oz. and 1 pint bottles 


Cosa-Terrabon Pediatric Drops — 100 mg. oxytetracycline/1 cc., 
10 ce. bottle with plastic calibrated dropper ‘ *Trademark 


Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. Pfizer) Science for the world’s well-being™ 
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Clinical reports on 
OW BACK PAIN 


a true “tranquilaxant,” 
keeps the patient 


‘ 


relaxes skeletal muscle 
spasm so the patient 
can continue to work 


Clinical experience shows that Trancopal will en- 
able your patients with low back pain to keep 
going strong. Lichtman! reports that 310 of his 
331 patients treated with Trancopal obtained 
satisfactory relief. These patients were suffering 
from low back pain, stiff neck, postoperative 
muscle spasm or other skeletal muscle spasms 
associated with trauma, bursitis, osteoarthritis 
and rheumatoid arthritis. Mullin and Epifano* 
reported that Trancopal brought relief to all of 39 
patients with skeletal muscle spasm. In these 
patients, who had suffered from trauma, bursitis, 
rheumatoid arthritis, osteoarthritis, and interver- 
tebral disc syndrome, the effect of Trancopal was 
excellent and prompt. . .’’2 Gruenberg? ob- 
tained marked relief with Trancopal in 258 of 304 
patients with low back pain, torticollis, arthritis 
and other conditions associated with skeletal 
muscle spasm. Moderate relief was obtained in 
an additional group of 28 patients. Trancopal is 
a true “‘tranquilaxant’”’ because ‘it combines the 
properties of tranquilization and skeletal muscle | , —— 
relaxation with no concomitant change in normal } 10:1743 
consciousness.’’* Side effects have been few and J 5 Ganz 
minor — and in no case were they serious enough 
to warrant discontinuing the use of Trancopal.! 
“Trancopal is exceptionally safe for clinical use.”* 
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relieves anxiety and tension so the patient can carry on 


Trancopal is also an effective agent for patients in anxiety and tension states. Accord- 
ing to recent clinical reports,!:5 it calms the patients but allows them to continue their 
work or other activity. Indeed, Lichtman found that his patients with anxiety ‘‘. . . were 
in many instances able to continue their normal activities where previously they had 
been considerably restricted . . .'"! He observed that Trancopal brought good to excel- 
lent relief to 114 of 120 patients in anxiety states. Ganz,®> who noted good to excellent 
relief in 32 of 35 patients with globus hystericus, and in his entire series of 100 patients 
in anxiety or tension states, comments: ‘“‘Chlormethazanone [Trancopall, by relieving 
the psychogenic symptoms, allows the patient to use his energies in a more productive 
manner in overcoming his basic problems.’’> 

Relieves dysmenorrhea — Trancopal has also proved to be a useful medication in the 
treatment of patients with dysmenorrhea,!»4.6 probably producing its effect ‘‘.. . by 
means of a combination of muscle relaxant and tranquilizing actions.’’4 


Indications 
Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Ankle sprain, tennis elbow Dysmenorrhea 
Neck pain (torticollis) Osteoarthritis Premenstrual tension 
Bursitis Rheumatoid arthritis Anxiety and tension states 
Fibrositis Disc syndrome Asthma 
Myositis Postoperative muscle spasm Angina pectoris 
Alcoholism 

Dosage: Adults, 100 or 200 mg. orally three or How Supplied: Trancopal Caplets® 100 mg. 

four times daily. Relief of symptoms generally (peach colored, scored) and 200 mg. (green 

occurs promptly and lasts from four to six hours. colored, scored), bottles of 100. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 2. Mullin, W. G., and Epifano, Leonard: Am. Pract. & Digest Treat. 
10:1743, Oct., 1959. 3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 
5. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 6. Stough, A. R.: J. Oklahoma M. A. 52:575, Sept., 1959. 


uithnop Laboratories « New York 18, New York 


PROFESSIONAL MODELS USED FOR PHOTOGRAPHS 
TRANCOPAL (BRAND OF CHLORMEZANONE) AND CAPLETS, TRADEMARKS REG. U.S. PAT. OFF. 
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clinical reports on anxiety show that 


quiets the psyche but leaves the patient alert 


**... TRANCOPAL is a most valuable drug for relieving tension, 
apprehension and various psychogenic states.’’5 
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while she is planning 
her family, 


she needs your help 
the most widely prescribed contraceptive 
more than ever i 


WHENEVER A DIAPHRAGM IS INDICATED 
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| effectively treats the primary disorder in steroid-responsive patients... helps to minimize or avoid 
| certain unwanted corticosteroid effects in the O OBESE 


CARDIAC 
HYPERTENSIVE 


0 EMOTIONALLY LABILE 


| 
the corticosteroid that adapts | t 
| 
| 
| 
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the obese arthritic: 
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spot your steroid-responsive 
patient and the problem 


On Kenacort, the obese arthritic 
is likely to experience 2 basic 
therapeutic effects 
¢ alleviation of arthritic symptoms 
¢ welcome reduction or elimination 
of many undesirable steroid effects 
no salt or water retention 
absence of edema 
no voracious appetite 
no unnatural euphoria 
no secondary hypertension 
less chance of G.I. upset 
Kenacort highly rated: 
¢ least likely to produce sodium or 
fluid retention of all leading 
corticosteroids? ... preferable in 
patients with cardiac disease 
or other conditions presenting 
this problem? 
e “... and because of appetite 
suppression properties, triamcinolone 
(Kenacort) may be helpful in the 
obese arthritic, and especially the 
obese arthritic with chronic heart 
disease or psoriasis’ 


Squibb Triamcinolone 


While Kenacort is notable for its low incidence of collat- 
eral hormonal effects, it should, like all potent corticos- 
teroids, be administered to patients under careful clinical 
supervision. Detailed information available on request. 
Kenacort is available in 1 mg., 2 mg., and 4 mg. scored 
white tablets. 


References: 1. McGavack, T H.: Clin. Med. 6:997 (June 1959). 2. Plotz, C. M.: 
Paper on administration of corticosteroids in rheumatoid arthritis, presented 
at the 11th Annual Scientific Assembly of the New York Academy of General 
Practice, New York City, (October 20, 1959). 3. Williams, G. T: Southern 
Med. J. 52:267-273 (March 1959). 


*KENACORT’® IS A SQUIBB TRADEMARK 


Squibb Quality— 
the Priceless 
Ingredient 
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Advance 


Convention 
Registration 


American Osteopathic Association 
64th Annual Convention 

Kansas City, Missouri 

July 18-22, 1960 


1960 Registration Rules 


Those who may register are: members of the Association, 
their children, and their adult guests who are not osteopathic 
physicians; osteopathic students; osteopathic students’ wives; 
commercial and scientific exhibitors. 

Osteopathic physicians who are not members of the Associa- 
tion but appear to be eligible for membership will pay a fee 
of $75.00 in addition to the $25.00 convention registration fee. 
Such doctors may thereupon apply for membership at the regis- 
tration desk, and their $75.00 fee will be applied to their annual 
dues. All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of the $75.00 
will be returned and the remainder retained as the registration 
fee charged nonmembers. 

Osteopathic physicians not eligible for membership in the 
Association may register for the Convention, but only upon the 
presentation of official, written evidence of current membership 
in a divisional society of the Association. Such doctors must pay 
a fee of $25.00 in addition to the $25.00 convention registration 
fee. 


Summary of Instructions 
1. Complete Advance Registration Form. 


2. Give names of adult guests and juvenile guests (under 18 
years). 


3. Make check payable to: American Osteopathic Association. 
4. Mail Advance Registration Form and check to: 
American Osteopathic Association 
Bureau of Conventions 
212 East Ohio Street 
Chicago 11, Illinois 


‘Trt bu 
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Aladdin, 
1213 Wyandotte 


AUDITOR: 
PLAZA GARAGE 


AY 


MUNICIPAL 
~ 


U.S Hwy 40 


> % 
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MAIN 


Registration Fees 


Name 


Advance Registration Form 


Member of American Osteopathic Association..... $25.00 

*Members of AAOA House of Delegates .. ......-$10.00 
(whose husbands are not in attendance) 

+Juvenile Guests (under 18 years) .. .....-....-. No Fee 

tStudents, including Interns and Residents......No Fee 

tWives of Students és 


Nonmembers, but eligible... 


plus $25.00 

Plus $25.00 


(Registration is optional) 

SPECIAL OFFER—Those who preregister may obtain 
the $5.00 tickets to the Andrew Taylor Still Luncheon 
for $2.00. There are only 325 seats available. Preregister 
now. 

*Includes women’s tea but not the A.O.A. banquets. 
Ypmnien wren tickets for entertainment events may be 


nased. 
t oe Registration Rules on this page. 


(Street Address) (City) (Zone) 


This space for A.O.A. Central Office use. only: 


Please tear out and 


send in whole page. 


| Map of the 
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Hotel 


Hotel Rates 
- Single Double Twins Suites 
Reservati on Aladdin Hotel $ 4.50 $ 7.00 $10.00 $17.00 
1213 Wyandotte 8.50 10.50 12.00 30.00 

Hotel Muehlebach and 8.50 12.00 15.00 24.00 
Muehlebach Towers 20.00 23.00 28.00 and up 


Application 12th & Baltimore 


Hotel Phillips 8.00 10.00 12.00 21.50 
12th & Baltimore 11.00 13.50 14.50 36.00 


Note: If a room at the rate requested is not available, a room at the next 
available rate will be assigned. 


64th Annual Convention A.O.A. Housing Bureau (Please print or type) 


Convention and Visitors Bureau 


American Osteopathic | 


Association 1030 Baltimore 
Kansas City 5, Missouri Date of Application...................... 
July 18-22, 1960 


Kansas City, Missouri Order of Hotel Preference: 
(1) (2) (3) 


(If the hotels of your choice are unable to accept your reservations, the A.O.A. 
Housing Bureau will make as good a reservation as possible elsewhere, providing 
all hotel rooms have not already been taken. You will receive confirmation from 
the hotel after April 15.) 


Accommodations: 
0 Single occupancy; rate desired: $...................... per day 
O Double occupancy; rate desired: $...................... per day 
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| Make Reservations Now! (double bed) 
| 1 Double occupancy; rate desired: $..................-.-- per day 
| (twin beds) 
| 
| 
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| 
| 
| 
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Important! 
( One bedroom and parlor suite; rate desired: §................ per day 


ite; r da 
Please read these instructions before 1 Two bedroom and parlor suite; rate desired: $ per day 


filling out application form at the Date of arrival; ae 
right: Date of departure Hour 


1. All reservations must be made 
directly to: Occupants: 


A.O.A. Housing Bureau 
Convention and Visitors Bureau (The name of each hotel guest must be listed. Therefore, please include the 
names of both persons who will occupy each double room requested. Please do not 
3rd Floor make reservations for anyone without definite agreement with parties involved.) 
1030 Baltimore The name and address of each person for whom you are requesting reservations 


Kansas City 5, Missouri and who will occupy the room is: 


2. Do not send reservations to the 
local convention arrangements com- 
mittee or to the American Osteo- 
pathic Association Central Office. 


Applicant: 


3. Classifications of eligible appli- Name 
ecants for hotel accommodations: 
member, officer, trustee, delegate, 
alternate, scientific or commercial ex- (Street Address) (City) (Zone) State) 
hibitor. 


Name of firm, if commercial exhibitor. 1. 
4. Activities will take place at the Promptness in completing this form will insure desired ; 


Aladdin, Phillips, and Muehlebach ho- hotel accommodation. 
tels, and at the Municipal Auditorium. ‘ 


Please tear out and send in whole page. 
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brand of meclizine eS hydrochloride 


for morning sickness 


DOSAGE: 

One or two tablets 

give 24 hour protection. 
Administer at bedtime to 
prevent “next morning” 
sickness. 


Trademark 
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basic 
by every 
standard 


“Also, there are fewer therapeutic failures when patients 

are treated with ...[BONINE] than with the other drugs.” 

. 't.,.[BONINE] is highly effective in relieving the nausea 

effe ctiveness ve and vomiting of pregnancy, providing also the advantage of 
prolonged action. Thus, patients need not anticipate med- 

ication in the early morning hours when nausea is at its 


worst.’’2 


",,.[BONINE] is a drug which is safe and nontoxic to both 


safety / the mother and fetus and which is attended by a minimum 
of undesirable side effects.’ 


"The incidence of side effects is very low and this agent 
va exhibits less sedation and somnolence within therapeutic 
ranges than any of the effective antiemetic agents.” 


toleration 


"Side effects were conspicuous by their rarity.” 


"The most striking advantage of...[BONINE] was that the 
administration of an effective dose only once daily, at bed- 
P time, gave 24 hour protection, thus obviating the incon- 
convenience ~~ venience and distress of repeating doses during the day.’’* 
".,.[BONINE] is especially effective and has the advan- 
tages of a long duration of action (up to 24 hours) anda 

minimum of untoward side reactions.””' 


A single low-dosage drug providing therapeutic benefit at 


economy ~ reasonable cost...contains no unnecessary added ingre- 
dients that increase cost...requires no extended-action 

tablet structure for prolonged effect. 
. The value of BONINE as an antinauseant has been well 
experience / documented and is supported by six years of successful 


Clinical use.'-* 
only rarely does one drug meet so 
well the needs of one condition 


REFERENCES: 1, Moyer, J. H.: M. Clin. North America, Mar., 1957, p. 405. 2. Lebherz, T. B., 
and Harris, J. H.: Obst. & Gynec. 6:606, 1955. 3. Muiherin, C. McL., and Bryans, C. I., Jr.: 
J. M.A, Georgia 45:46, 1956. 4. Bass, R. F.: Mississippi Doctor 32:176, 1954. 5. Seidner, H. M.: 
Illinois M. J. 109:20, 1956. 6. Charlies, C. M.: Geriatrics 11:110, 1956. 7. Weil, L. L.: J. Florida 
Acad. Gen. Practice 4:9, No. 3, 1954. 8. Kinney, J. J.: J. M. Soc. New Jersey 53:128, 1956. 
9. Semmens, J. P.: Obst. & Gynec. 9:586, 1957. 10. Conner, P. K., Jr., and Moyer, J. H.: GP 
14:124, No. 5, 1956. 11. Daeschner, C. W., et al.: South. M. J. 49:1465, 1956. 12. Report of study 
by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755, 1956. 13. Kean, B. H.: 
GP 20:112, No. 6, 1959. 14. Seppanen, A.: Geriatrics 14:457, 1959. 15. Hardman, E. F.: North 
Carolina M. J. 20:298, 1959. 16. Master, A. M.: New York J. Med. 58:2712, 1958. 


SUPPLIED 

BONINE Tablets, scored, 25 mg. 

BONINE Chewing Tablets, mint-flavored, 265 mg. 
BONINE Elixir, cherry-flavored, equiv. 12.5 mg./5 cc. 


Professional Information Available on Request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. Science for the world’s well-being™ 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


WALLACE LABORATORIES, New Brunswick, N. J. 


CME-8426 


: r+g\ JUST ONE CAPSULE LASTS ALL DAY 
A-48 


anorectal comfort in minutes For full symptomatic control 
in hemorrhoids, proctitis and pruritus ani start treatment with 2 Anusol-HC 
suppositories daily for 3 to 6 days to eliminate all inflammatory symptoms 
rapidly and safely. Then maintain lasting comfort with 1 regular Anusol 
suppository morning and evening and after each bowel movement. Neither 


product contains analgesics or narcotics, will not mask serious rectal pathology. 


anusol | anusol-HC 


hemorrhoidal suppositories and unguent | dependable Anusol w/hydrocortisone MORRIS PLAINS, WO. 


AN MS-@1 
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Photos Courtesy F. C. Gindhart, M.D. 


Available in boxes of 30 
and 100. Write for copies 
of recent clinical reports. 


Nugestoral 


habitual aborters 


For more successful pregnancies 
in 


When added to your individualized anti-abortive regimen, 
NUGESTORAL may help you bring more habitual aborters 
to successful term. 


By supplying five therapeutic agents known to contribute 
to fetal salvage, NUGESTORAL creates an optimal maternal 
environment for the maintenance of pregnancy. 


Nugestoral supplies in each daily dose of three tablets: 


e Progestational action helps maintain fetus 
e Relieves uterine spasticity 


(equiv. 600 mg. hesperidin complex) 
e Prevent or correct abnormal capillary fragility 
e Protect and strengthen decidual vessels 
Menadione Sodium Bisulfite ...........ccc:cseccssssssssssvsssscescsssesesees 6.0 mg. 


(U.S.P. Equivalency) 
e Prevents hypoprothrombinemia in mother and child 


dl, Alpha-Tocopherol Acetate (Vitamin E) ..........cccccccceeeees 10.5 mg. 
e Extra nutritional insurance 


DOSAGE: Prophylactic — One NUGESTORAL tablet t.i.d. from diag- 
nosis through at least the second trimester. 

Symptomatic — Two tablets t.i.d. or q.i.d. until symptoms are con- 
trolled. Then one tablet t.i.d. 


Organon ORGANON INC., ORANGE, N. J. 
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resolve sinus or frontal headache Doctors 
everywhere are now finding that Sinutab relieves the misery 
of sinus or frontal headache. Sinutab promptly and safely 
aborts pain, decongests to relieve pressure and provides mild 
tranquilizing action to relax the patient. Try Sinutab—you’ll 
be pleased with the results. 


Sinutab 


SIN-MS=01 resolves sinus headache MORRIS PLAINS, WJ. 
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Patent #2748052 


for medical management of obesity 


The different amphetamine combination of choice... 
even in many cases of hyperthyroidism, hypertension, 
coronary artery and other cardiovascular diseases. 


OBETROL incorporates the desired action of amphetamines with- 
out usual drawbacks. 


OBETROL Each 20 mg. tablet or two 10 mg. tablets contain safer, 
longer acting Methamphetamine Saccharate 5 mg., 
with Methamphetamine Hydrochloride 5 mg., Ampheta- 
mine Sulfate 5 mg., Dextro Amphetamine Sulfate 5 mg. 

SUPPLIED: in 10 mg. and 20 mg. tablets in bottles of 100, 500, and 1,000. 

Ref: Plotz, M.: Modern Management of Obesity, J.A.M.A. 170: 1513-1515 (July 25) 1959. 

: Available on prescription at all leading pharmacies. ee 

= Write today for clinical samples. Page 753 (EES 


OBETROL PHARMACEUTICALS e 382 Schenck Avenue e Brooklyn 7,N. Y. 
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stomach under fire Even under stress and tension Gelusil 
antacid adsorbent keeps peptic ulcer patients pain-free all day long. 


Gelusil physically coats the ulcer with a protective, long-lasting, acid- 
adsorbing gel while simultaneously removing excess acid. Pleasant tasting 


Gelusil is al] antacid—nonconstipating—contains no laxative. 


‘WARNER 
_\CHILCOTT 


| 
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= — 


A-54 


Just a “simple” 
case of cystitis 
may be the 
precursor of 
pyelonephritis — 
or may actually be 
the first evidence 
of a pre-existing 
pyelonephritic 
process.’ 


WHEN TREATING CYSTITIS~SPECIFY 


brand of nitrofurantoin 


to ensure rapid control of infection 
throughout the urogenital system 


Rapid bactericidal action against a wide range of gram-positive and 
gram-negative bacteria including organisms such as staphylococci, 
Proteus and certain strains of Pseudomonas, resistant to other agents 
= actively excreted by the tubule cells in addition to glomerular fil- 
tration # negligible development of bacterial resistance after 8 
years of extensive clinical use m= excellent tolerance—no reports of 
injury to kidneys, liver and blood-forming organs «# well tolerated for 
long-term administration 

AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. q.i.d. with meals and with food or milk on 
retiring. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
REFERENCES: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 
1957. 2. Colby, F. H.: Essential Urology, Baltimore, The Williams & Wilkins Co., 1953. 
NITROFURANS—a unique Class of antimicrobials—neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 


® 
FIRST 


asthmatic...but symptom-free All day long, on 


the job or off, Tedral protects most asthmatic patients from bronchospasm, 


mucous congestion and the fear and embarrassment of recurrent seizures. 
One Tedral tablet, taken at the first sign of attack, blocks the acute phase. 


For prophylaxis, most patients can be effectively, safely and economically 


maintained in symptom-free security on just 1 or 2 Tedral tablets q.i.d. 


TEDRAL 


TE-MS-01 the dependable antiasthmatic 


MORRIS PLAINS, 


a 
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new nitrate 
offers 


new benefits 
for 
anginal patients 


Fremont! notes that Isorpit . . has been very 

effective in increasing the exercise tolerance of patients 
and also reducing the number of attacks of angina 

pectoris of the decubital type.’’ Prophylactically and 
therapeutically, Isorpit provides four distinctive advantages. 


rapid onset-—ready solubility of lsorviL produces 
benefits within 15 to 30 minutes (not intended to 
replace emergency use of nitroglycerin). 


prolonged action—benefits of Isoroi persist 
for at least 4 hours per oral dose of 10 mg. 


consistent effect —ss5 per cent of patients? 
treated have responded favorably to Isoroit. In 
comparative studies, Sherber® found Isorpic better 
than other therapy in 17 of 18 patients. 


unusual safety—only reported side reaction: 
transitory, easily-controlled headache. 
Electrocardiographic studies by Russek* clearly show 
that IsorDiL produces a more favorable balance 

between oxygen supply and demand following the 
Master two-step test. He concludes that ‘‘IsorbiLis a 
new and effective agent for therapy of angina pectoris.” 
Literature and professional samples available on request. 


1. Fremont, R.E.: Personal Communication (Dec., 1959): 

2. Summary of Case Reports on File, lves-Cameron Company. 
3. Sherber, D.A.: Personal Communication (Oct., 1959). 

4. Russek, H.I.: Personal Communication (Oct., 1959). 


|| TABLETS 
Isosorbide Dinitrate, lves-Cameron ¢ A 


IVES / IVES-CAMERON COMPANY - New York 16, N.Y. 
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brand of phenylbutazone 


sroved by a decade 
of experience 


Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
leadership of Butazolidin among the 
potent non-hormonal 
antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

Within 24 to 72 hours produces 
striking relief of pain. 

Within 5 to 10 days affords a 

marked improvement in mobility 
and a significant subsidence of 
inflammation with reduction of 
swelling and absorption of effusion. 


Even when administered over 
months or years Butazolidin does 
not provoke tolerance nor produce 
signs of hormonal imbalance. 


Butazolidin® (brand of phenylbutazone): 
Red-coated tablets of 100 mg. ‘~ 
Butazolidin® Alka: Capsules containing 
Butazolidin® 100 mg. ; dried aluminum | 
hydroxide ge! 100 mg. ; magnesium trisilicate 
150 mg.; homatropine methylbromide 1.25 mg. 


Geigy, Ardsley, New York Geiny 
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A PIONEER IN VITAMIN RESEARCH 


Merck Sharp Dohme 


REDIPLETE. ADC DROPS 


Each 0.6 cc. supplies 
the following 
Minimum Daily 
Requirements (MDR): 
Each 0.6 cc. contains: Infants Children 


Vitamin A 1.5 mg...(5,000 U.S.P. units)......3.3 MDR......1.7 MOR 
(Synthetic) 

Vitamin D 25 mceg...(1, = U.S.P. units)......2.5 MDR......2.5 MDR 

Vitamin C mg. 5.0 MDR......2.5 MDR 

Supplied: 15 cc., 50 cc. 

both in amber bottles with separate, plastic calibrated 

dropper (0.3 and 0.6 cc.) 


REDIPLETE, POLYVITAMIN DROPS 


Each 0.6 cc. supplies 
the following 
Minimum Daily 
Requirements (MOR): 
Each 0.6 cc. contains: Infants Children 
Vitamin A 1.5 mg...(5,000 U.S.P. units)......3.3 MDR......1.7 MDR 
(Synthetic) 


Vitamin D 25 meg...(1,000 U.S.P. units)......2.5 MOR......2.5 MDR 


Pyridoxine HCI (Bg)........ 1mg (Minimum Daily 
Requirement 
not established) ADC DROPS 
Riboflavin (B-).. 1 mg. 2 MODR......2 MDR 
Thiamine HC! (B)).......... 4 MOR......1.5 MDR i 
Cyanocobalamin (Bj 2)....3 (Minimum Daily i 


Requirement 
not established) j 
Nicotinamide 10 mg. 2 MODR......1.3 MDR / 
Supplied: 15 cc., 50 cc. 
both in amber bottles with separate, plastic calibrated 
dropper (0.3 and 0.6 cc.) 


REDIPLETE, PEDIATRIC SYRUP F 


Each 5 cc. supplies 
the following 


Minimum Daily 


Each 5 cc. (1 teaspoonful) Requirements (MDR): 
contains: Infants Children 


Vitamin A 0.9 mg...(3,000 U.S.P. units)......2 MODR......1 MDR 
(Synthetic) 
Vitamin D 25 mcg...(1, _ “ P. units)......2.5 MDR......2.5 MDR 


Vitamin C 5 MODR......2.5 MDR 
Pyridoxine HCI Key 0 ~4 (Mini Daily 
Requirement 
not established) 
Riboflavin (B>). 1.5 mg 2.5 MOR......1.7 MOR 
Thiamine HCi (B))......1.5 mg. _MOR. 2to3 MDR 
Cyanocobalamin (B ; 2)....5 mcg. Daily 


not established) 
Nicotinamid 10 mg. 2 MOR......1.3 MDR 
Plus preservative and nitrogen propelient. 
Supplied: 8-0z. delivery in 12-0z. aerosol seamless can. 


SASIC-VITAMUN PREPARATION 
a 


REDIPLETE. 


POLYVITAMIN DROPS 


WEL PREPARATION 


A Drops are readily 
can be Girectly the 


REDIPLETE 


PEDIATRIC SYRUP 


delicious 


4 


me, West Point, Pa. 


Merck Sharp & ‘Doh 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 


WEST POINT, PA. 


isa TRADEMARK OF MERCK & CO.» we. 


For additional information, write Professional Services, 


REOIPLETE 


maintain grow 
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consider the person who provides the care. 


She may not know that these home nursing aids are available 
... madrug departments everywhere. 


® ® 
CHUX Disposable Underpads CHIX Adult Cioth Diapers CHIX Cleaners 


Large and Extra Large. Facilitateman- Completeprotectionforbothambu- Soft, disposable,fabric tis- 
agement of fluids and fecal discharges _ latory and bedridden incontinents. _ sue. Used wet or dry as an 
while keeping bed linen clean and dry. ointment applicator, wipe, 


or perineal cleaner. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 


Company © CM INC., ’59 
Send for free folder “Helpful Home Nursing Hints” 
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relaxant 


Isoxsuprine hydrochloride, Mead Johnson 


relieves menstrual cramps through non-hormonal action on uterine muscle 


does not disturb normal menstrual 
rhythm or flow 

eis well tolerated in recommended 
oral doses 

*can be used safely with other drugs 


reports of clinical effectiveness 
in the laboratory...relieves spasm 
of uterine muscle’ and in clinical 
studies...relieves cramps in approx- 
imately 86 per cent of patients.”* 


Mead Johnson 


Symbol of service in medicine 


dosage and administration for menstrual cramps: 
10 to 20 mg. (1 or 2 tablets) three or four times 
daily, begun 24 to 72 hours prior to the expected 
onset of menstruation and continued until pain has 
been averted. If pain has already started, initial 
therapy should be 20 mg. (2 tablets) repeated three 
or four times daily. For full details, see brochure 
available on request from Mead Johnson & Company, 
Evansville 21, Indiana. 


Supplied: 10 mg. tablets, and 2 cc. ampuls con- 
taining 10 mg. (5 mg./cc.) for intramuscular use. 
References: (1) Voulgaris, D. M.: Dysmenorrhea: Cramps or 
Psyche?, Scientific Exhibit, 108th Ann. Meet., Atlantic City, 
June 8-12, 1959. (2) Detailed reports in Mead Johnson research 
files. (3) Voulgaris, D.M.: Obst. & Gynec. 75: 220-222 (Feb.) 1960. 
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a reservoir of vitamins 


For 


brand of 
high potency multivitamins—therapeutic formula 
—in Spansule® sustained release capsules 


The water-soluble vitamins (B Complex and C) are poorly 
stored and rapidly excreted. To overcome this, ‘Fortespan’ 
acts as a reservoir of water-soluble vitamins, releasing them 
slowly for use by the body over a 10- to 12-hour period. 
‘Fortespan’ is designed to provide more efficient vitamin 
utilization . . . with less waste. 

A high potency therapeutic multivitamin preparation, ‘Forte- 
span’ contains the fat-soluble vitamins (A and D) as well ae 
as the water-soluble vitamins (B Complex and C). 


‘Fortespan’ is comparable in cost to conventional, 
widely prescribed therapeutic multivitamin prepara- 
tions. Available in bottles of 30 and 100 capsules. 


Smith Kline & French Laboratories, Philadelphia 1, Pa. 
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The standard by which the effectiveness 
of other iron therapy MUST be measured 


MOL-IRON 


a specially processed, co-precipitated 
complex of molybdenized iron offering 
all these important advantages: 

@ MORE hemoglobin with @ LESS medication 
in a @ SHORTER period of time @ GREATER 
patient tolerance. @ and . . . costs no more than 
ordinary iron preparations. 

There is a MOL-IRON product for all of your 
patient needs, as listed on pp. 878 to 880 in your 
1960 Physicians Desk Reference. 


1 Erythrocytes 2 Polymorphonuclear Neutrophile 


3Lymphocyte4 Monocyte5 Eosinophile6 Basophile 
White Laboratories, Inc., Kenilworth, New Jersey 
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1. Sphincter of 
Boyden 

2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Sphincter 
Muscles in O a Th 
Normal 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 
meals. Cholan HMB —dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 
alll Maltbie Laboratories Division * Wallace & Tiernan Inc. « Belleville 9, N. J. 


PCN-81 


JOURNAL A.O.A., VOL. 59, MAY 1960 


5 
3 
a 
“a 
— 
A-65 
4 


Wijeth 
Ze 


A Century of Service to Medicine 


Provides potent analgesic 
and anti-inflammatory benefits 
without sedation, 

risk of addiction, 

tolerance or constipation. 


Supplied: Tablets, bottles of 48 


Wyeth Laboratories Philadelphia 1, Pa. 
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GREATLY HEIGHTENED REACTIVITY 
to acid characterizes the action of New Creamalin Ant- 
acid Tablets.’ They act faster and longer than other 
leading tablets and neutralize considerably more acid.’ 
These tablets provide virtually the same effects as. a 
liquid’ with the convenience of a tablet. New Creamalin 
tablets give faster, greater and more prolonged relief. 


NOT CONSTIPATING, New Creamalin Antacid 
Tablets will not produce “acid rebound” or alkalosis. 
They have a pleasant taste. 


Creamalin, trademark reg. U. S. Pat. Off. 


EACH NEW CREAMALIN ANTACID 
TABLET contains 320 mg. of specially processed, 
highly reactive, short polymer dried aluminum hydrox- 
ide gel (stabilized with hexitol), with 75 mg. of mag- 
nesium hydroxide. 

Adult dosage: Gastric hyperacidity—2 to 4 tablets as neces- 
sary. Peptic ulcer or gastritis—2 to 4 tablets every two to 
four hours. Tablets may be chewed, swallowed whole with 
water or milk, or allowed to dissolve in the mouth. 


How Supplied: Bottles of 50, 100, 200 and 1000. 

1. Hinkel, E. T., Jr.; Fisher, M..P., and Tainter, ° 

M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:380, 

LABORATORIES 


July, 1959. 2. Hinkel, E. T., Jr.; Fisher, M. P., 
and Tainter, M. L.: J. Am. Pharm. A. (Scient. 
Ed.) 48:384, July, 1959. * New York 18, N. Y. 


FOR PEPTIC ULCER + GASTRITIS - GASTRIC HYPERACIDITY 
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CONSERVATIVE 

MANAGEMENT 
PAIN 
AND INFLAMMATION 


When your patients with early arthritis or musculoskeletal 
syndromes reach a therapeutic standstill, conservative management 
with new DECAGESIC relieves pain and inflammation, improves 

joint mobility and functional status, helps restore a sense of well-being 
and renew strength. DECAGESIC combines the advantages of DECADRON® 
(the highest anti-inflammatory potency, “the least number of side 
effects”*) with the fundamental benefits of aspirin and the antacid 
protection of aluminum hydroxide— greater potency with greater safety, 
*Silverman, H, I., and Urdang, A.: Am, Prof. Pharm. 25:531, 1959. 


Indications: Inflammatory, rheumatic and collagen disorders, musculoskeletal syndromes, and 
conditions in which the conjunctive use of steroid and salicylate is indicated. 


Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should 
be observed. Additional information on DECAGESIC is available to physicians on request. 
Supplied: In bottles of 100. Each tablet contains 0.25 mg. of DECADRON, dexamethasone, 

500 mg. of aspirin and 75 mg. of aluminum hydroxide (as the dried gel). 
**“Antidoloritic” describes the relief of pain associated with inflammation — 

dolor = pain, itic = associated with inflammation. 
DEcAGESIC and DECADRON are trademarks of Merck & Co., Inc, 


PROGRESS WITH THERAPY 


as) =) MERCK SHARP & DOHME * Division of Merck & Co., INc., West Point, Pa. 


Dexamethasone with Aspirin and Aluminum Hydroxide 
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ik, AT A THERAPEUTIC STANDSTILL? 
PROGRESS 
4 

| | 


y. 


chemic 

1-m-aminophenyl-2-pyridone 
generic name: 
amphenidone 


with selective action on the central nervous 
system at both the cerebral and cord levels. 
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for the treatment of 
anxiety & tension with- 
out causing drowsiness 


Dornwal is regarded as a tranquilizer best 
suited for ambulatory patients. 
* does not produce depression or 
depersonalization 
* relieves acute emotional upsets 
* relieves tension without undue stimulation 
« effectively interrupts tension headaches 
* is virtually devoid of sedative activity 
Dornwal has proved to be relatively free 
from side effects when administered at 
recommended dosage. In 593 patients the 
incidence of drowsiness was less than 2 
per cent — statistically not significant. 
Prescribe Dornwal for your next patient 
who needs a tranquilizer but cannot afford 
to be drowsy. Write for your trial supply. 
Indications: anxiety and tension, various 
types of psychoneuroses, menopausal syn- 
drome, tension headache, alcoholism, pre- 
menstrual tension, behavior problems in 
children. 
Dosage: One or two 200 mg. tablets three 
times a day. Children, one or two 100 mg. 
tablets two times a day. Administration 
limited to three months duration. 
Supplied: 200 mg. yellow scored tablets, 
and 100 mg. pink tablets, each in bottles of 
100 and 500. 


Maltbie Laboratories Division 
Wallace & Tiernan Incorporated 
Belleville 9, New Jersey 
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rausea and vomiting in children 


senile agitation 


childbirth 


mental and emotional stress 


surgery 


acute alcoholism 


pain of cancer 
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THORAZINE®. . . one of the fundamental drugs in medicine 


brand of chlorpromazine 


aids and expedites successful management in acute alcoholism 
by controlling delirious agitation and nausea and by inducing 


normal sleep. 


The photographs on the opposite page illustrate the principal uses of 'Thorazine’. 

The versatility of this fundamental drug is now established. Wide use in nearly all SMITH 
fields of medicine since it became available in 1954 has both proved the value of KLINES 
‘Thorazine’ and provided evidence of its relative safety. FRENCH 
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a new class 
of drug 

for 

the relief 

of pain 


analexin 


phenyramidol HCI 


the first analgomylaxant fe « single chemical 
rhe is both a general non-narcotic analgesic 
and an effective muscle relaxant 


Analexin is a new synthetic chemical'* which produces (1) analgesia by raising the pain 
threshold and thus decreasing perception of pain and (2) muscle relaxation by selectively 
depressing polysynaptic transmission (interneuronal blockade), abolishing abnormal muscle 
tone without impairing normal neuromuscular function. The analgesic potency of one 
tablet is clinically equivalent to 1 grain of codeine; yet, Analexin is neither narcotic nor 
is it narcotic-related. Its muscle relaxant effect is comparable to the most potent oral 
skeletal muscle relaxants available.** 


Analexin for relief of pain and skeletal muscle tension. Each tablet contains 200 mg. of 
phenyramidol HCI. Dosage—1 tablet every 2-4 hours or as needed. 

Analexin-AF for relief of pain and skeletal muscle tension complicated by fever and/or 
inflammation. Each tablet contains 100 mg. of phenyramidol HCI and 300 mg. of aluminum 
aspirin. Dosage—2 tablets every 4 hours or as required. 
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in low back pain, 

arthritis and other 
musculoskeletal disorders... 
where pain makes tension 
and tension makes pain 


stops both effectively 


Phenyramidol HCI (Analexin) was evaluated by Batterman, et al.° in a series of 118 
ambulatory patients with various painful musculoskeletal disorders. These patients were 
observed for periods as long as 22 weeks. The authors conclude: ‘Not only is satisfactory 
relief of painful states achieved in the majority of patients regardless of etiology and 
duration of pain, but there is also no evidence suggestive of cumulative toxicity. Further- 
more, in contrast to codeine and meperidine, the likelihood of untoward reactions occurring 
in ambulant patients is not high. This is a decided advantage since the control of pain in 


the ambulant patient with chronic pain is a major clinical problem.” 


In other studies, Bealer® used Analexin in 26 cases of musculoskeletal pain and observed 
good or very good results in 11 patients; fair results in 14 and 1 case was unsatisfactory. 
Fifteen other patients were given Analexin-AF, and good or very good results were 


obtained in 13 out of 15 of these cases.°” 


IRWIN, NEISLER & CO. Decatur, Illinois 


BIBLIOGRAPHY: 1. Gray, A. P., and Heitmeier, D. E.: J. Am. Chem. Soc. 81:4347, 1959. 2. Gray, A. P., et al: J. Am. Chem. Soc. 
81:4351, 1959. 3. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: J. Pharmacol. & Exper. Therap. 128:65, 1960. 
4. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: Fed. Proc. 18:1694, 1959. 5. Batterman, R. C.; Grossman, 
A. J., and Mouratoff, G. J.; Am. J. Med. Sc. 238:315, 1959. 6. Bealer, J. D.: Clinical Report 511:592, April 1, 1959. 7. Stern, E.: 
Clinical Report 511:599, May, 1959. (Clinical Reports in file of Medical Department, Irwin, Neisler & Co.) 


Myolaxant 
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when that early Monday morning telephone 


call is from a weekend do-it-yourselfer 


“..and this morning, Doctor, my back 
is so stiff and sore I can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 


SAFE — for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
(3) WALLACE LABORATORIES, New Brunswick, New Jersey 


SOMA 


(CARISOPRODOL WALLACE) 
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to shorten the course 
lessen the severity 
reduce the rate of complications 


WHOOPING COUGH 
HYPERTUSSIS 


pertussis immune globulin 


derived from human venous blood 


Hypertussis is the highly puri- 

fied globulin fraction of venous 
blood from healthy professional 
donors hyperimmunized with 
Cutter Phase I Pertussis Vaccine. 
It is as reaction-free as gamma 
globulin from human venous blood. 


high immune antibody content 


Hypertussis is superconcentrated 

to permit smaller dosage volume. 

A 1% ec. dose contains the gamma 
globulin equivalent of approximately 25 cc. 
of human hyperimmune serum. 


Supplied in 14% ce. vials. 


AN 


for prevention 
or modification 


| OF MEASLES 


Polio IMMUNE 
GLOBULIN 


gamma globulin 


derived from human blood 


In measles prevention effective 
passive immunity of three to 
four weeks duration is estab- 
lished. In modification, Polio 
IMMUNE GLOBULIN reduc- 
es severity while allowing full 
active immunity to develop. 
Also for prevention of para- 
lytic poliomyelitis, infectious 
hepatitis, treatment of hypo- 
gammaglobulinemia. 


Supplied in 2 cc. and 10 cc. vials. 


Aah Cuties Sen Leaders in Human Blood Fractions Research 


or write to Dept. O-8 
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Pulmonary embolism and 


infarction* 


WALTER A. FOX, B.S., D.O., South Bend, Indiana 


Thromboembolism of the lungs is rapidly becoming 
one of the most commonly encountered chest dis- 
eases in hospital practice. Many theories have been 
advanced to account for this increased incidence, 
some of which are the increased number of aged pa- 
tients going to surgery, the decrease in the number 
of deaths from infections, and the increase in life 
expectancy as a result of better standards of living. 
It is the purpose of this paper to bring to the atten- 
tion of the reader this increase in frequency of pul- 
monary embolism, and to review 70 diagnosed cases 
of pulmonary embolism as they occurred in a 350- 
bed general hospital. 


Incidence 


The frequency of pulmonary embolism varies con- 
siderably, depending upon whether the studies are 
made on necropsy materials, on hospitalized or un- 
hospitalized patients, or on clinical observation. With 
the decline in frequency of infection in surgery, pul- 
monary embolism has increased in importance as a 
cause of illness and death to a degree that is not 
generally appreciated. Israel and Goldstein’ made 
the observation on a series of cases studied at the 
Graduate Hospital in Philadelphia that pulmonary 
embolism was the most commonly encountered acute 
chest disease in hospitals today. It is estimated that 
pulmonary embolism is found in approximately 2% 
per cent of all necropsy material, and causes 6 per 
cent of all postoperative deaths.? Fowler and Bol- 
linger® also found fatal pulmonary emboli to occur 
most commonly among patients on medical, gyne- 
cologic, genitourinary, and general surgical services, 
in that order, and to be relatively rare in obstetric 
practice. 


®Submitted to the faculty of the Philadelphia College of Osteopathy in 
partial fulfillment of the requirements for the degree Master of Science 
in Internal Medicine, May 1959. 
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The age distribution of patients with pulmonary 
embolism in our series is illustrated in Table I. 


TABLE I—AGE DISTRIBUTION OF PATIENTS WITH 
PULMONARY EMBOLISM 


Age group Males Females Per cent of total 
30-40 5 4 13.8% 
40-50 4 5 10.0% 
50-60 10 5 21.1% 
60-70 19 8 38.3% 
70-80 5 5 14.2% 
80-90 0 2 2.6% 
Total 41 29 100.0% 


It is interesting to note that 86 per cent of patients 
in our series were over age 40. The 10-year age 
group having the highest incidence was that from 60 
to 70 years, in which there were 38.3 per cent of all 
patients. 


Etiology 


The most common predisposing factors in the pro- 
duction of pulmonary embolus are surgery, trauma, 
and medical diseases which predispose to thrombo- 
phlebitis. It is interesting to note that in most ar- 
ticles reporting on pulmonary embolization there is 
a higher incidence of medical rather than surgical 
cases. However, in our series more than half (55 
per cent) of patients developing pulmonary embolus 
had just undergone surgical procedures. The post- 
operative duration of this complication ranged from 
2 to 24 days, with an average of 11% days postop- 
eratively. We had no cases of trauma in our series; 
however, two of the three upper extremity deep vein 
thromboses were attributed to multiple venous punc- 
tures with resultant thrombophlebitis. Among the 
medical diseases which predispose to pulmonary 
embolism are those which are most likely to produce 
thrombophlebitis by causing chronic stasis. These 
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Thromboembolism may be silent or 
varied in symptomatology, and in many 
cases is recurrent. By familiarity 
with the varied clinical manifestations 
of nonfatal pulmonary emboli, many 
subsequent or possibly fatal 


embolic phenomena may be prevented 


include obesity, anemia, heart disease (most com- 
monly congestive failure), varicose veins, severe in- 
fections, and carcinoma.‘ However, medical condi- 
tions which tend to favor development of thrombi 
from the right cardiac chambers are those thought 
to produce pooling of blood within the right auricu- 
lar appendage.’ The most common of these are con- 


gestive heart failure, myocardial infarction, mitral . 


stenosis, and auricular fibrillation. In many instances, 
however, none of these predisposing factors exist, 
and thromboembolic phenomena may occur in any 
age group (Tables II and III). 


TABLE II—SIGNS AND SYMPTOMS OF PULMONARY 
EMBOLISM IN 70 CASES 


Signs and symptoms Number of cases _— Per cent of cases 


Dyspnea 52 74.2% 
Tachycardia 46 65.7% 
Rales 36 51.4% 
Cough 32 45.5% 
Fever 34 48.2% 
Tachypnea 30 42.8% 
Chest pain 26 37.1% 
Effusion 26 37.1% 
Shock 20 28.5% 
Cyanosis 18 27.7% 
Friction rub 16 22.8% 
Hemoptysis 14 20.0% 
Syncope 10 14.3% 
Upper abdominal pain 10 14.3% 
Palpatory tenderness 5 7.1% 
Angina 4 5.7% 


TABLE III—ASSOCIATED DISEASES IN 70 CASES OF 
PULMONARY EMBOLISM 


Number of cases _ Per cent of cases 


Associated diseases 


Myocardial infarction 8 11.4% 
Congestive failure 14 20.0% 
Cardiac arrhythmias 16 22.5% 


Clinical signs and symptoms 


Thrombophlebitis * Probably the most common 
clinical sign associated with acute thromboembolic 
disease of the lung is deep venous thrombosis. It is 
commonly accepted that cardiac disease with failure 
is the most important single condition predisposing 
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to deep venous thrombosis, probably because of the 
stasis and pooling of blood. Other predisposing 
causes of thrombus formation include surgical op- 
erations and prolonged bed rest, either in elderly 
patients or in younger people. In our series of cases, 
25 patients (35% per cent) showed clinical signs of 
thrombophlebitis. Of these, three patients (12 per 
cent) had thrombophlebitis involving the upper ex- 
tremities, and 22 patients (88 per cent) demonstrat- 
ed the classic thrombophlebitis of the lower ex- 
tremities. 

It should be emphasized that the absence of clini- 
cal evidence of thrombophlebitis does not negate the 
possibility of a patient having been subjected to an 
acute pulmonary embolus. In many instances periph- 
eral thrombophlebitis is never demonstrated. It must 
be remembered that thromboembolic disease may 
also emanate from the right auricle, as well as from 
the pelvic and prostatic plexuses and other venous 
plexuses in the abdomen.® This absence of phlebitis 
in many cases can be explained by the theory of 
Allen, Barker, and Hines’ that a thrombus is most 
likely to break loose and form an embolus when it 
is of recent origin and no inflammatory process of 
the vein is present; since it is only the inflammatory 
process which can be detected clinically, the entire 
thrombus may become detached, and no phlebitis or 
signs of phlebitis will result. Also, the early institu- 
tion of anticoagulant therapy may prevent the ap- 
pearance of the clinical signs of thrombophlebitis. 


Respiratory signs * These signs and symptoms are 
most characteristically associated with acute pulmo- 
nary embolism. 

Acute chest pain is one of the most common find- 
ings in acute pulmonary embolism, and although not 
always present, is one of the most common findings 
in our series. When present, it is most often of the 
pleuritic type. Twenty-six patients (37 per cent) in 
our series demonstrated the classic pleuritic type 
chest pain associated with acute pulmonary em- 
bolization. There is also a relatively high incidence 
of associated friction rub. Sixteen patients (22.8 per 
cent) demonstrated this finding. 

Cough is an important symptom in embolism and 
infarction of the lung. It generally results from the 
accumulation of exudative material at the site of in- 
volvement, or is reflexive from diaphragmatic and 
pleural irritation. A total of 32 patients (45.5 per 
cent) demonstrated cough during their illness. 

Pleural effusion is not uncommonly associated with 
pulmonary embolism, and was demonstrated in 26 
patients (37 per cent) of cases studied. The asso- 
ciated effusion at times produces difficulty in differ- 
ential diagnosis, as it is bloody in over half the cases 
when present, and causes considerable concern as 
to the possibility of tuberculosis or underlying neo- 
plasm. It is usually self-limiting and seldom requires 
aspiration. 

Dyspnea is another commonly associated symptom 
of pulmonary embolism. It is usually sudden in on- 
set, and may progress to rapid “grunting” type res- 
pirations. This rapid rate of respiration is undoubt- 
edly due to the hypoxic state produced by the de- 


creased amount of aerating lung tissue; when it is 
severe enough to involve the pleura and produce 
pleuritic-type pain, it is further augmented by the 
inability to take a prolonged or deep breath. Dyspnea 
was one of the most common findings in our series 
of patients; 52 patients (74.2 per cent) demonstrated 
frank dyspnea. 

When a large area of lung tissue is blocked off, 
reduced hemoglobin is retained in the circulating 
blood and cyanosis is produced. Eighteen such pa- 
tients (27.7 per cent) exhibited evidence of frank 
cyanosis. 

Tachypnea is another common finding associated 
with acute thromboembolism of the lung. Throm- 
boembolism should be suggested when the respira- 
tory rate is out of proportion to the pulmonary con- 
gestion and fever. Thirty of our patients (42.8 per 
cent) demonstrated some evidence of increased 


respiration. 


Inspiratory and expiratory rales were another com- 
mon sign found in our studies. Thirty-six patients 
(51.4 per cent) demonstrated at one time or another 
variable degrees of rales over the area of involve- 
ment. 

Hemoptysis is generally regarded as a very domi- 
nant or important sign in the diagnosis of pulmonary 
embolization. When present, it certainly aids in sub- 
stantiating the diagnosis, but when absent the pos- 
sibility is not certainly eliminated. It is most com- 
monly associated with embolization producing in- 
farction, and is probably due to hemorrhage in and 
around the necrotic lung tissue.* Hemoptysis was 
not a very prominent feature in our series, as it oc- 
curred in only 14 patients (20 per cent). 


Cardiac symptoms * The cardiac manifestations of 
pulmonary embolus may be multiple and confusing 
when present, but may even be entirely absent. 
Acute myocardial infarction is probably the most 
commonly confused diagnosis in patients with pul- 
monary embolism. I have previously mentioned the 
high incidence of pulmonary embolization in pa- 
tients with heart disease; often a differential diag- 
nosis between cardiac and pulmonary involvement 
is not an easy task. . 

Angina type pain occurs in patients with pulmo- 
nary embolization. It occurred in 4 patients in our 
series (5.7 per cent). 

Tachycardia is very commonly associated with 
pulmonary embolization. It occurred in 46 patients 
(65.7 per cent). This mechanism is explained on the 
basis not only of hypoxia, but on the secondary pul- 
monary hypertension, with the resultant back pres- 
sure mechanism on the right heart.? As mentioned 
before, heart disease is known to be a common pre- 
disposing factor to pulmonary embolism. Two of our 
patients were erroneously diagnosed as having myo- 
cardial infarctions. This represents only 2.8 per cent 
of the series studied; this is a rather low incidence, 
considering the difficulty in differentiating the two 
entities. 

Eight of our patients had had previous acute myo- 
cardial infarctions precipitating pulmonary emboli- 
zation. This represents 11.4 per cent of cases studied. 
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With the decline in frequency 
of infection in surgery, pulmonary 
embolism has increased in 
importance as a cause of illness 
and death. . . . It is estimated 
to cause 6 per cent of 


all postoperative deaths 


One of these patients, a 62-year-old white male, suf- 
fered two postoperative thromboembolic episodes, 
after which he developed a third acute pulmonary 
embolization, and consequently developed an acute 
myocardial infarction with electrocardiographic and 
serum enzyme studies to substantiate the diagnosis. 

Sixteen of our patients (22.5 per cent) had asso- 
ciated arrhythmias, which were considered to be the 
etiologic factor in their pulmonary embolic episodes. 
The most common arrhythmia, of course, was auricu- 
lar fibrillation. 


Miscellaneous signs * A not-too-prominent feature 
in other series studied was syncope; 10 patients (14.3 
per cent) at some time during or prior to their 
episode demonstrated some degree of this condition. 
Upper abdominal pain occurred in 10 of our patients 
(14.3 per cent); this undoubtedly represents periph- 
eral embolization involving the diaphragms. Twenty 
of our patients (28.5 per cent) demonstrated evi- 
dence of peripheral vascular collapse or shock. 


X-ray and laboratory evidence 


X-ray signs * The clinical diagnosis of pulmonary 
embolization and pulmonary infarction is relatively 
easy if one maintains a high index of suspicion. A 
roentgen diagnosis, however, is much more difficult. 
It would be expected from the anatomic character 
of lung infarction that the shadow representing the 
area of involvement would be sharply delineated, in 
some instances wedge-shaped, round, or oval, de- 
pending on the direction of the central ray. Such 
findings are, however, extremely rare; the associated 
stasis results in an extraordinary increase in sur- 
rounding densities, producing cloudiness and in- 
creased density of the lung tissues themselves, so 
that the shadows of the infarct do not stand out 
clearly. Also, the common tendency toward lower 
lobe involvement, particularly in the basilar portions, 
with the subsequent pulmonary and pleural compli- 
cations, make radiographic demonstration of infarct- 
ed areas difficult. In instances where there is marked 
pleural effusion, the actual area of infarction cannot 
be demonstrated until the effusion subsides, and the 
radiographic diagnosis is made by inference rather 
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than by demonstration. However, Chapman’ con- 
siders radiographic examination to be the most re- 
liable means of diagnosis in pulmonary infarction. 
He reports positive x-ray findings in 19 of 20 sus- 
pected patients with pulmonary embolization and in- 
farction. This incidence is in sharp contrast to 
others, in which the percentage of positive x-ray con- 
_firmation is much less, ranging anywhere from 5 to 
35 per cent. 

The classic roentgen findings of pulmonary em- 
bolization with infarction are not usually manifest 
until 24 to 48 hours after the incident. However, it 
is still advisable to get a posteroanterior chest film 
for comparison with the films to follow. The classic 
radiographic criteria consist of a wedge-shaped or 
rounded solitary localized density, sometimes assum- 
ing a wedge-shaped configuration in association with 
a moderate cor bovinum configuration of the heart, 
and concomitant pulmonary congestion, with or 
without mild effusion. Actually, rounded and mottled 
infarct shadows are much more common and cannot 
be differentiated from ordinary bronchopneumonia. 
Less prominent roentgenographic features include 
hilar prominence, particularly the pulmonary artery 
segments, flattening and elevation of the hemidia- 
phragms, and obliteration of the costophrenic and 
cardiophrenic angles. Of most importance is the fact 
that the chest roentgenogram may be entirely normal 
following pulmonary embolization, particularly when 
no frank area of infarction is produced, or when the 
area of infarction is too small to be seen, or the 
areas are located at the lung periphery. 

In the 70 cases reviewed in this series, 24 patients 
(34.2 per cent) demonstrated positive roentgeno- 
graphic criteria for the diagnosis of pulmonary in- 
farction. 


TABLE IV—X-RAY AND LABORATORY SIGNS OF PULMONARY 
EMBOLISM IN 70 CASES 


Sign Number of cases Per cent « of cases 
X-ray evidence 24 34.2% 
Electrocardiographic evidence 30 42.9% 
Leukocytosis 26 37.1% 
Elevated sedimentation rate 6 8.5% 


Electrocardiographic signs * The most important 
electrocardiographic signs produced by pulmonary 
embolization and pulmonary infarction are an acute 
cor pulmonale type pattern and a change in the 
electrocardiographic position of the heart. These 
changes are reflected by the appearance of S waves 
in lead I, S-T segment depression in leads I and II, 
and the appearance of a right axis deviation and a 
change to a more vertical heart position. Flattened 
or inverted T waves may appear in leads II and III. 
In severe cases, “P-Pulmonale,” P waves, or peaked P 
waves may appear in leads II, III, and aVF. A quite 
common finding is a marked clockwise rotation of 
the heart, and the appearance of an R wave in aVR. 
Other less common findings consist of T-wave inver- 
sions in the precordial leads, most commonly 1, 2, 
and 3; S-T segment depression in the right precordial 
leads, and occasionally the appearance of a right 
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bundle branch block, which should probably be con- 
sidered a delay in the interventricular conduction 
time, due to the enlarged right ventricle. 

Other electrocardiographic abnormalities that 
might be associated with pulmonary embolization 
and pulmonary infarction consist of those graphs as- 
sociated with cardiac abnormalities which might 
predispose to pulmonary embolization, such as coro- 
nary insufficiency, disturbances of rhythm and con- 
duction (as in atrial fibrillation), and paroxysmal 
auricular tachycardia, as well as graphs indicating 
acute myocardial infarctions. 

In this series of cases, 30 patients (42.9 per cent) 
demonstrated some electrocardiographic abnormali- 
ties suggestive of a pulmonary embolism. Eight pa- 
tients (11.4 per cent) had electrocardiographic evi- 
dence of acute myocardial infarction, and 16 patients 
(22.5 per cent) had associated cardiac arrhythmias. 
This is in approximate agreement with most other 
studies in recent years, but suggests that our criteria 
may be too rigid. 

An aid in differentiating acute pulmonary emboli- 
zation from acute myocardial infarction is the fact 
that acute pulmonary embolization produces marked 
positional changes of the heart, and positional 
changes are rare in myocardial infarctions. A con- 
fusing point might be, however, that the appearance 
of Q waves in lead III and in aVF does not necessar- 
ily substantiate the impression of a posterior myo- 
cardial infarction, as it has been reported in many 
instances with the acute cor pulmonale type pattern, 
as a result of pulmonary embolization. 


Leukocytosis * This condition is relatively common 
in pulmonary embolization and infarction, appearing 
in 26 patients in our series (37.1 per cent). How- 
ever, leukocytosis is so commonly associated with all 
of the other inflammatory conditions of the chest 
that it is of limited value in differentiating pulmo- 
nary infarction from other lesions of that area. 


Sedimentation rate * One would expect that in 
pulmonary embolization and infarction the sedimen- 
tation rate would be a very valuable aid in its diag- 
nosis. It is interesting to note that in only 6 of our 
cases (8.5 per cent) was there any significant rise 
in the sedimentation rate, even though the test was 
performed in over half the cases studied. 


Discussion 


It is apparent from the present study that pulmo- 
nary embolization is becoming one of the leading 
chest problems. The frequency of diagnosis would 
depend completely upon the clinician’s index of sus- 
picion and the criteria on which he insists that the 
diagnosis be made. In pulmonary embolization, as in 
most other conditions today, much reliance is placed 
on laboratory substantiation, which unfortunately 
prevents the diagnosis in many instances in which it 
might be made on a clinical basis. If one depends 
completely on all of the important clinical signs and 
symptoms, such as acute chest pain, hemoptysis, and 
associated thrombophlebitis, and requiring substan- 


tiation by positive x-ray densities, and an electro- 
cardiogram with acute cor pulmonale patterns, many 
smaller or less consequential cases of thromboem- 
bolism will be missed. 

Thromboembolism may be silent or varied in 
symptomatology, and in many instances is recurrent. 
It is with this latter thought in mind that I wish to 
emphasize the necessity for familiarity with the 
varied clinical manifestations of nonfatal pulmonary 
emboli, so that many subsequent or possibly fatal 
embolic phenomena may be prevented. 

The approach to the treatment of pulmonary em- 
bolization is largely preventive; the condition can be 
eliminated at its source by preventing the develo 
ment of peripheral venous thrombosis. Patients wit 
known cardiac disease should be more adequately 
prepared for surgery by assuring maximum cardiac 
efficiency prior to any proposed surgical procedure. 
In cases where surgery is elective, operation should 
be postponed until the predisposing factors can be 
more readily controlled. Early ambulation has been 
advocated by many, as well as wrapping the lower 
extremities with elastic stockings. This would be of 
value not only for those patients going to surgery, 
but for all elderly patients who would be confined 
to bed for any length of time. Sitting quietly with 
the legs dependent promotes venous stasis; this 
should be avoided. 

Therapy is primarily directed toward the preven- 
tion of further emboli, and can be adequately at- 
tained with the institution of anticoagulant therapy. 
The intravenous route appears to be the most effica- 
cious and least painful method of administration. 
There are instances, however, in which surgical cor- 
rection is required by means of ligation of the fem- 
oral and saphenous veins, and in some advanced 
cases, ligation of the inferior vena cava. 


Summary 


The increased incidence and importance of pulmo- 
nary embolism has been discussed. The incidence 
and frequency of occurrence of the various clinical 
signs and symptoms, as well as laboratory signs, have 
been enumerated in a series of 70 patients. The im- 
portance of the physician’s awareness of the possi- 


bility of pulmonary embolization is stressed. 
3603 E. Jefferson Blvd. 
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Use of Naturetin 


in edema of pregnancy 


J. DUDLEY CHAPMAN, D.O., Cleveland, Ohio 


Edema is a frequent complication of pregnancy. It 
may represent an early manifestation of toxemia, 
although more often the edematous state is found 
in otherwise normal pregnancies. Despite some 
probable difference in etiology in different patients,’ 
the edema associated with pregnancy is consistently 
related to an abnormal retention of sodium and 
water.’* There is therefore continued interest in 
drugs that combat fluid retention in the pregnant 
patient by promoting elimination of sodium and 
water, whether the edematous condition is con- 
nected with a normal pregnancy or one in which 
there is evidence of toxemia. 

A new oral diuretic agent, benzydroflumethia- 
zide,* has recently been introduced; it belongs to 
the benzothiadiazine family of compounds of which 
chlorothiazide is also a member. This agent pos- 
sesses the diuretic activity characteristic of this 
group of chemicals, but it appears to be the most 
potent member of the series.‘ In laboratory animals, 
its potency was 100 times that of chlorothiazide, 
with marked increase in the elimination of urinary 
sodium and chloride but with little effect on the out- 
put of potassium and essentially no effect on bicar- 
bonate loss. Furthermore, the drug exhibited re- 
markably low toxicity, rats tolerating daily doses of 
2.6 grams per kilogram of body weight without 
hematologic or histologic evidence of adverse effect.* 

Preliminary clinical studies confirmed the high 
potency of benzydroflumethiazide as a diuretic drug 
with marked natruretic action,®* but with less effect 
on the excretion of potassium and bicarbonate.* The 
substance was administered daily to edematous pa- 
tients for as long as 5 weeks without serious toxic 
effects.° 

Over the past 2 months a study has been under 
way at Brentwood Hospital to determine the effec- 


*Supplied for this study as Naturetin by E. R. Squibb & Sons, New 
York City. 
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tiveness of this drug in the treatment of edematous 
states in pregnant patients. In this trial, it proved 
to be safe and effective in controlling weight and 
fluid retention in a high percentage of patients. 


Methods and materials 


Patients * Twenty-four patients were selected for 
study, all presenting such evidence of fluid retention 
as excessive gain in weight and varying degrees of 
edema. All of the patients had been pregnant for at 
least 4 months; 18 had been pregnant for at least 
6 months, while 15 were in the third trimester of 
gestation and 6 were at term. 

Except for the presence of edema and excessive 
weight gain, pregnancy was progressing normally 
in 9 of the 24 patients. In 10 others, there were 
manifestations of toxemia which included edema, a 
rise in blood pressure, and albuminuria. In one of 
these 10 patients convulsions had occurred intermit- 
tently for 3 days prior to hospital admission, asso- 
ciated with headache, diplopia, and _ scotomata. 
Three other patients among the 24 showed signs of 
polyhydramnios with rapid enlargement of the uterus 
both in height and girth and a progressive decrease 
in the intensity of fetal heart sounds, all in associa- 
tion with maternal dyspnea, edema, and excessive 
weight gain. In the remaining two patients in the 
series, the pregnancy was complicated by inactive 
rheumatic heart disease with fluid retention. 

The patients with manifestations of toxemia were 
hospitalized at once, put on bed rest, and placed on 
a low sodium and high protein diet before initiating 
treatment with benzydroflumethiazide. The remain- 
ing patients in the series were continued as outpa- 
tients throughout the period of study. Hospitalized 
patients were examined daily during the initial phase 
of therapy, and determinations of body weight and 
blood pressure and analysis of 24-hour urine speci- 
mens were recorded. In addition, concentrations of 
serum electrolytes were determined in every case, 
usually every day for the first 2 or 3 days of therapy 


TABLE I—SUMMARY OF RESULTS WITH NATURETIN IN 24 PREGNANT 
PATIENTS WITH FLUID RETENTION 


Conditions 
associated Dosage of Duration of 4 
with No. of Naturetin treatment Clinical response 
pregnancy patients (mg./day) (days) Excellent Good Fair 
Excessive weight 9 5 to 10 30 to 80 1 5 2 
gain and edema 
Toxemia 10 2.5 to 40 6 to 75 4 1 3 
Polyhydramnios, 3 5 to 15 9 to 30 0 2 0 
excessive weight 
gain, and edema 
Inactive rheumatic 2 10 60 0 2 0 
heart disease 
with edema 
Totals 24 5 10 5 


and thereafter at intervals of a few days or a week, 
until the optimal dosage had been established in 
each case. Similar determinations were made in the 
outpatient group, at weekly intervals during the ini- 
tial phase of treatment and at longer intervals there- 
after. 


Medication ¢ Tablets containing 2.5 or 5.0 mg. of 
benzydroflumethiazide were administered through- 
out the study at intervals of once, twice, or three 
times a day. Initial doses of 2.5 or 5.0 mg. twice a 
day were usually prescribed, although in a few cases 
the dosage was only 2.5 mg., or up to 15 mg. a day. 
After several days, the starting dose was increased 
or reduced as indicated by response of the patient. 
Further adjustments were made later, until the op- 
timal clinical response was attained. Doses of 2.5 
mg. every 12 hours generally proved to be adequate 
and best tolerated, though several other dosage 
schedules were equally effective in some cases. To- 
tal daily doses ranged from 2.5 to 40 mg. given in 
divided doses. 


Clinical response * The clinical responses to ben- 
zydroflumethiazide for the series as a whole are 
summarized in Table I. Fifteen of the 24 patients 
under treatment exhibited a good or excellent re- 
sponse to the drug with satisfactory diuresis, good 
loss in body weight, and resolution of edema and 
associated symptoms. Negative water balances in 
these patients after therapy usually ranged from 600 
to 1,500 ce. daily for the first few days of therapy, 
followed by weight losses until acceptable levels of 
weight had been reached. Weight losses were dra- 
matic in some cases—as high as 4.5 pounds a day in 
one obese patient weighing 320 pounds when treat- 
ment began—while in other cases a steady decline in 
weight was apparent and a normal rate of weight 
gain (0.75 to 0.8 pounds per week) was achieved. 
Though the drug had little effect on the blood pres- 
sure of one patient with severe pre-eclampsia (pre- 
treatment blood pressure was 180/120 mm. Hg), 
elevated blood pressure levels usually declined un- 
der treatment to normal or near normal limits (to 
140/80 mm. Hg in several cases). Two of three pa- 
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tients with polyhydramnios exhibited a diminution 
in the size of the uterus after treatment for 9 and 30 
days, respectively, with relief of associated dyspnea 
and pretibial edema. In one of these two patients 
apparently imminent premature labor was avoided. 
Good results were observed in both patients with a 
history of rheumatic heart disease. 

The clinical response was considered to be only 
“fair” in 5 of the 24 patients under treatment and to 
be “poor” in the remaining 4 patients in the series. 
A “fair” response was generally manifested by an 
initial period of responsiveness to the diuretic action 
of the drug with immediate resolution of accumulat- 
ed fluid and loss in body weight. This was followed, 
however, by intervals of apparent unresponsiveness, 
during which an adjustment in dosage appeared to 
restore the responsiveness in some instances, while 
in others intermittent treatment was more effective. 
A “rebound phenomenon” was frequently seen in 
these patients, a gain in weight and reaccumulation 
of fluid being apparent when the drug was discon- 
tinued after edema had been dissipated. 

The administration of benzydroflumethiazide ap- 
peared to have little or no effect in 2 of the 4 pa- 
tients with a “poor” response to treatment, and other 
treatment was substituted for the drug. In the re- 
maining two patients the drug was not well tolerated 
in doses that produced good diuresis; because of leg 
cramps, muscle spasm, and numbness of the fingers, 
the drug was discontinued. 


Effect on serum electrolytes * No _ significant 
changes in the concentrations of serum electrolytes 
(sodium, potassium, chlorides, and carbon dioxide) 
were seen in 16 of the 24 patients throughout the 
period of treatment. Low levels of serum potassium 
(3.0 to 4.0 mEq./L.) were observed, however, in 6 
patients after daily doses of 10 mg. or more for pe- 
riods of from 10 to 30 days. Clinical hypokalemia 
developed in 2 of the 6 patients with symptoms of 
weakness, fatigue, and “cold sweats”; however, these 
symptoms disappeared after adjustment in the dos- 
age or administration of potassium supplements. Low 
levels of serum sodium accompanied the hypopotas- 
semia in 3 of the 6 patients. In addition, another 
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TABLE II—SIDE EFFECTS AMONG 24 PATIENTS TREATED WITH NATURETIN 


Side effect No. of patients® Remarks 

None 13 

Leg cramps 6 

Muscle spasms 1 Drug discontinued in this patient, who showed other signs of 


old sweats, weakness, and fatigue 


Numbness of fingers 2 
Paresthesias of hands 2 
Hypokalemia 2 
Low sodium syndrome 1 


Dizziness and nausea 2 
1 


Dyspnea and orthopnea 


®More than one side effect appeared in some patients 


patient developed a low-sodium syndrome following 
the administration of 5 mg. of the drug either once 
or twice a day, although she tolerated a dose of 2.5 
mg. every 12 hours without symptoms and with ex- 
cellent clinical results. Another patient developed 
profound leg cramps and muscle spasm, which may 
have been manifestations of a sudden loss of fluid 
with hyponatremia, after 10 days of therapy. The 
medication was discontinued in this case without 
determination of serum sodium. In still another pa- 
tient, serum carbon dioxide rose on the second day 
of treatment and remained elevated until the third 
day; however, the rise appeared to have no clinical 
significance. 


Side effects * Thirteen of the 24 patients were free 
from unwanted reactions to benzydroflumethiazide, 
but in 11 patients side effects were encountered dur- 
ing treatment with the drug. These reactions appear 
in Table II. From reference to this table it is evident 
that most of the complaints of the patients were re- 
lated to disturbances in the fluid and electrolyte 
balances of the body, a situation which may result 
from the administration of any active diuretic agent. 
Medication was discontinued in three patients who 
did not tolerate the drug well. 


Illustrative cases 


Case 1 * A 19-year-old woman, pregnant 8 months, 
presented symptoms of excessive gain in weight (2 
to 4 pounds per week) with edema of fingers and 
legs. Under treatment with Naturetin, 2.5 mg. twice 
daily, the patient lost 3 pounds the first week, main- 
tained the loss for 1 week, and then lost 4 pounds, 
with disappearance of edema. As treatment was 
continued at the same dosage the gain in weight was 
maintained at a normal rate (0.8 pound per week) 
without evidence of any toxic effect. There was no 
evidence of a “rebound” phenomenon when the drug 
was withdrawn after 30 days of therapy. 
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poor tolerance 


Drug discontinued in this patient, who showed other signs of 


poor tolerance 


Symptoms controlled by adjustment in dosage 


Developed at dosage of 5 mg. once or twice daily; excellent re- 
sults at dosage of 2.5 mg., twice daily 


No evidence of cardiac disease presented; patient showed dra- 


matic response to drug initially, but when these symptoms ap- 
peared the dosage was reduced with reaccumulation of fluid. 


Medication was discontinued after 4 weeks of administration. 


Case 2 ¢ A 25-year-old woman, with pregnancy at 
term, presented symptoms of pre-eclampsia with 
blood pressure of 140/90, edema grade II, pro- 
teinuria 1+, and a weight gain of 37 pounds. Fol- 
lowing 3 days of treatment with 2.5 mg. of Naturetin, 
twice daily, with only a slight diuresis, the dosage 
was increased to 5 mg. twice daily and diuresis de- 
veloped (negative water balance of 800, 900, and 
600 cc. for the next 3 days). This was accompanied 
by a good loss of body weight, and the blood pres- 
sure maintained at 140/80 mm. Hg. The dose was 
increased to 20 mg. twice daily for the next 3 days 
without added effect. Serum electrolytes remained 
within normal limits throughout therapy, even at 
doses of 40 mg. per day. The optimal and most 
effective dosage in this patient with pre-eclampsia 
appeared to be 5 mg. every 12 hours, which provided 
excellent clinical results as gauged by weight loss, 
decline in blood pressure, and negative water bal- 
ance. 


Summary 


A total of 24 pregnant patients with varying de- 
grees of fluid retention were treated with a new oral 
diuretic agent, benzydroflumethiazide (Naturetin), 
in daily doses which ranged from 2.5 to 40 mg. The 
drug was administered as one or two tablets con- 
taining 2.5 or 5 mg. of the drug, once, twice, three, 
or in one case four times a day, and treatment lasted 
for periods varying from 6 to 80 days. The dosage 
required individual adjustment to obtain maximum 
effectiveness, although 2.5 mg. twice a day was gen- 
erally adequate and well tolerated. “Good” or “ex- 
cellent” clinical responses were observed in 15 of the 
24 patients, while in 5 patients the response was con- 
sidered to be only “fair.” In the remaining 4 patients 
little or no benefit was obtained from therapy. 

Thirteen of the 24 patients were free from un- 
wanted reactions to the drug, but side effects were 
encountered in 11 patients. These included leg 
cramps, muscle spasms, cold sweats accompanied by 


weakness and fatigue, anesthesias and paresthesias 
of the hands, dizziness and nausea, and dyspnea and 
orthopnea, as well as hypokalemia and a low-salt 
syndrome. Medication was withdrawn in 3 of the 11 
patients with these complaints. The symptoms in the 
others were controlled by adjustment of the dosage 
and/or the administration of potassium supplements, 
or else they disappeared as treatment was continued. 

In my experience, this preparation proved very 
useful in controlling edematous states associated 
with pregnancy. I prefer it to any diuretic medica- 
tion I have thus far routinely used in obstetric prac- 


tice to control fluid accumulation, weight gain, and 


toxemia. 
Brentwood Hospital, 4110 Warrensville Center Rd. 
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Principles of lower extremity 


venous surgery* 


JOHN A. COSTELLO, D.O., F.A.C.O.S., and 
JOSEPH O. COSTELLO, D.O., F.A.C.O.S., Los 
Angeles, California 


Operative treatment of the venous system of the 
lower extremity is directed toward obliteration of 
varicose veins or obviation of pulmonary infarction 
as a complication of thrombosis of either superficial 
or deep circulatory systems. We will emphasize 
certain pertinent principles of good surgical judg- 
ment in this field; no reference will be made to 
surgical technics as such. Adjunctive measures will 
be elaborated upon since they are a great deterrent 
to thrombosis and the success or failure of venous 
surgical procedures frequently depends upon their 
judicious use. 

A discussion of varices might seem homely and 
unexciting; the average general surgeon considers 
varicose vein surgery to be of small consequence in 
relation to his run-of-the-mill major operations. How- 
ever, to the patient being operated upon for varices, 
the whole procedure, including adequate preopera- 
tive evaluation and postoperative care, is encom- 
passed in one mighty important package. 

A preparatory study should be made of the vari- 
cose flow, whether the greater or lesser saphenous 
system is at fault, and how many, if any, independent 
incompetent deep communicators are present. In- 
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variably there are one or more of the latter that 
require particular attention. The subjective and ob- 
jective symptoms vary with the individual and so do 
the physical aspects of each varicose vein pattern. If 
this is so, the least we can do prior to the surgical 
date is to carefully map out with an indelible solu- 
tion the pattern of incompetent superficial-to-deep 
communicating veins.: Some patterns are simple 
and lead to easy and ready stripping. Other patterns 
are bizarre and require long and painstaking blunt 
and sharp dissection and many segmental ligations. 

A careful history will elicit whether the varicose 
veins are primary (familial), secondary to an ante- 
cedent thrombophlebitis, or a combination of both. 
Each requires a different approach, but the offend- 
ing varices, whether primary or secondary, should 
be as completely removed as possible. Decisions at 
this point require judgment and are aided by ex- 
perience. For a patient to be operated without prior 
evaluation and determination is as deplorable as 
building a house without blueprints. This is regret- 
table not only because of the common occurrence of 
this affection but of the myriad sequelae. These 
include ecstatic veins on feet and ankles, early fa- 
tigue and heaviness, leg cramps, burning sensations, 
itching, swelling, unsightliness, dermatitis, ulcera- 
tion, hemorrhage, phlebitis, and tendency to throm- 
bosis. 

Most vein strippings are not thorough enough. It 
requires 3 to 4 hours for a skilled operating team 
(surgeon with two assistants and one nurse) to 
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operate an advanced case of bilateral varicose veins. 
Every attempt should be made to thoroughly extir- 
pate the offending veins and hence eradicate the 
pathologic reverse flow responsible for the morbid 
tissue changes. 

We have routine postoperative orders which in- 
clude elevation of the foot of the bed 4 to 6 inches 
for 36 to 48 hours while keeping the head of the 
‘bed flat at all times. A pillow or two may be placed 
under the patient’s head. The combination of these 
two positions facilitates venous drainage through 
the femoroiliac area. Ambulation with pressure 
bandages is permitted the second postoperative day. 
During the interim betwen surgery and ambulation, 
the patient is instructed to flex the feet on the legs 
(ankles) numerous times each day to promote maxi- 
mum flow of body fluids from the involved extremi- 
ties. Pressure bandages are worn daily for several 
weeks, until all apparent remaining varices have 
been sclerosed. Patients are instructed to walk at 
will or as necessary, but not to assume the usual 
“television” position, with feet and legs outstretched 
on an ottoman; this position promotes edema, slows 
the venous return, and engenders venous thrombosis. 
Sclerosing of remaining small branches is not begun 
until all wounds are healed and incisional inflamma- 
tions have subsided. 

There are two groups of elderly patients subject 
to spontaneous thrombosis of large and sometimes 
enormous varices of many years’ standing. Clinical 
judgment again enters the picture. One group is 
physically active for its age; for these we ligate and 
section the offending vein or veins at their sapheno- 
femoral or saphenopopliteal junctions and extirpate 
the involved vessels with impunity. Physical activity 
in this group enhances circulation and prevents ex- 
tension by propagation of the thrombotic process 
into the deep system via perforators. 

The other group have been restricted in their 
physical activities because of such ailments as car- 
diorespiratory failure and arthritis. In caring for this 
inactive group, we are cautious since they are unable 
to follow our routine poststripping orders, such as 
reclining in the modified Trendelenburg position, 
and ambulating. We simply ligate and divide the 
saphenous system on the cardiac side of the throm- 
bosis, ‘again at the saphenofemoral or saphenopop- 
liteal junctions. Slowing of the venous circulation 
from the involved limb by keeping it in dependency, 
plus the trauma of stripping and lack of exercise, sets 
the stage for propagation of the thrombus into the 
deep circulation and up into the iliac vessels. Here 
it is wise not to be overly energetic, surgically speak- 
ing. Good judgment permits operation directed to- 
ward obviation of embolic phenomena and not treat- 
ment of the long-standing varices. The inactive pa- 
tients of this latter group are permitted to “enjoy” 
their varices for the rest of their lives, if no further 
sequelae occur. 

It might be said that no one dies of varices, but it 
certainly must also be said that many people die of 
embolism complicating deep venous thrombosis. 
The next subject will be the surgical interruption of 
the deep venous return to prevent this complication. 
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There are two types of deep venous thrombosis: 
phlebothrombosis and thrombophlebitis. They are 
most often considered degrees of the same condi- 
tion, but we prefer to hold them to be two distinct 
entities, at least clinically. Table I presents the 
marked contrast in the respective signs, symptoms, 
onset, and so forth of the classical case of each. It 
will be noted that with phlebothrombosis the em- 
bolic potential is high although the patient feels that 
he is hardly ill, being quite free of pain and fever. 
His only complaint, other than swelling of the lower 
limb, is a pulling sensation in the calf muscles or 
behind the knee (Charley horse) on ambulation. At 
rest he is comfortable. 

This embolic potential is serious. Pulmonary em- 
bolism causes more deaths than tuberculosis and 
lays claim to being the principal cause of post- 
operative mortality following major operations. Sta- 
tistics show it to occur more frequently than cancer 
of the lung. When the true facts become known, it 
can be expected that the figures will be appalling. 
The incidence of pulmonary embolism can be mark- 
edly reduced by early diagnosis? and immediate sur- 
gical interruption of the deep venous return on the 
cardiac side of the thrombus. The likelihood of pul- 
monary embolism increases with age. Fortunately, 
however, age is no contraindication to surgery, and 
the operation should be performed promptly. Pro- 
crastination and too detailed and time-consuming 
preoperative evaluation cause delay and disaster. 
This surgical procedure, in our opinion, is the con- 
servative treatment, paradoxical as that might seem. 

Following operation for deep venous thrombosis 
of calf, leg, or thigh, the patient is ambulated at 
least by the first postoperative day with pressure 
bandages applied. These bandages are a most im- 
portant adjunctive measure, and are worn for several 
weeks to help in the adjustment of circulatory flow. 

The accepted conservative treatment is a medical 
regimen (anticoagulation) which is very expensive 
not only in medication, hospitalization, and labora- 
tory tests, but in “nerves and anxiety.” Even if the 
patient survives under this so-called conservative 
treatment and does not succumb to pulmonary in- 
farction, he lives on under a cloud of fear of subse- 
quent attacks of this lethal disease. On the other 
hand, if the patient is operated he need never be 
concerned with the hazards of a repeat attack in the 
same extremity. If such an episode does recur, no 
further operation is required once the vessel has 
been sectioned. The only requirement is resumption 
of the adjunctive measures practiced and applied 
following the prior attack, that is, ambulation with 
pressure bandages, analgesia, and so forth. 

Table I shows that with thrombophlebitis of the 
deep circulation (synonyms: phlegmasia alba dolens, 
milk-leg, femoral thrombophlebitis, femoroiliac 
thrombophlebitis) the patient is apprehensive and 
feels that he is quite ill. The member is painful and 
has been immobilized by the person affected. 
Though the embolic potential is low, the patient 
should undergo surgical interruption of the venous 
return (usually a femoral ligation) not only to pre- 
vent pulmonary embolism which might occur, but 


also to obviate a reflux femoral vein flow in the fu- 
ture.? This reflux femoral flow is part and parcel of 
the postphlebitic syndrome and responsible to a 
great degree for the morbid tissue changes thereof.’ 
If the patient is suffering from a bilateral femoroiliac 
thrombosis, then a caval ligation must be considered. 
Ligation of the vena cava can be executed via either 
a transperitoneal or retroperitoneal route. In our 
practice we do everything possible to avoid ligation 
of the lower vena cava because of the sequelae that 
frequently occur. 


TABLE I—DIFFERENT TYPICAL MANIFESTATIONS 
OF THROMBOPHLEBITIS AND PHLEBOTHROMBOSIS 


Thrombophlebitis Phlebothrombosis 


Age Under 50 Over 50 
Onset Sudden Insidious 
Pain at rest Much None 


Pain on ambulation Cannot ambulate Charley horse in calf 
Tenderness over 
femoral triangle Much None 


Tenderness over 


popliteal triangle | Moderate Some 
“Chills and fever” Yes No 
Temperature 100 - 102 F. 99 - 99.6 F. 
Edema Tense, nonpitting; Doughy pitting; 
entire limb foot and leg 


Homans’ ( dorsi- Pain precludes Positive 
flexion) sign test 

Moses’ (calf tender- Pain precludes Positive 
ness ) sign test 

Embolic potential Low High 


Regional anesthesia is the method of choice in 
these vascular operations; conductivity is cut off, 
and this counteracts concomitant vasospasm associ- 
ated with vessel irritation.‘ This anesthesia specifi- 
cally enhances circulation to and from the involved 
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extremity and hence is a potent therapeutic factor— 
another adjunctive measure. 

An understanding of the hemodynamics of normal 
venous circulation and the morbid changes which 
occur with a deranged or interrupted venous return 
will guide the attainment of what is referred to as 
good judgment in the handling of these circulatory 
disturbances. 

A further projection of our subject is the question 
of ligation of the femoral vein at the time of mid- or 
low-thigh amputation for arteriosclerotic gangrene. 
This is sometimes done as a prophylaxis against pul- 
monary embolism. We have never agreed with this 
thinking. Ligation of the vein causes venous con- 
gestion of the stump and inhibits healing of an 
already ischemic member. Didactically the proce- 
dure seems inviting, but experience has proved 
otherwise. 


Summary 


Several measures for surgical treatment of the 
venous system of the lower extremity and various 
important adjuncts, particularly in postoperative 
care, have been discussed. We have stressed the 
importance of knowing the hemodynamics of a nor- 
mal venous return and what to expect of a distorted 
venous flow. It has been noted that pulmonary 
embolism is the greatest factor in postoperative 
mortality. 3919 Beverly Blod. 
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Ureteric pathology* 


ROBERT R. ROSENBAUM, D.O., Philadelphia, 
Pennsylvania 


Evaluation of the ureter is a significant part of roent- 
gen investigation of the urinary tract, both in diag- 
nosis of intrinsic urinary tract disease and in delinea- 
tion of certain disorders outside the urinary tract. 
Roentgenography of the ureter is more difficult than 
that of the kidneys or urinary bladder because of a 
few technical problems and many interpretative pit- 
falls. 

The technic of ureteric examination is fundamen- 
tally no different from that of examination of the re- 
mainder of the tract, in that plain or survey films, 
intravenous excretory studies, and retrograde exami- 
nations may be employed. Since filling of the urinary 
tract with dye cannot be controlled during an excre- 
tory study, the ureters may or may not be well opaci- 
fied, depending upon their peristaltic activity and on 
the presence or absence of obstructive disease. In 
the absence of an obstructive mechanism, a path- 
ologic condition of the ureter may be poorly de- 
lineated if the ureter empties rapidly, or possibly 
may not be delineated at all. In the case of an ob- 
structive problem the ureter is usually well visualized 
proximal to the obstructive site, but the etiologic 
factor may not be identifiable unless a characteristic 
contour of the most distal portion of the: opacified 
segment is seen. 

Retrograde ureteric examination implies catheteri- 
zation of the ureter with installation of dye through 
the catheter, much as a retrograde pyelogram is per- 
formed. Occasionally, a catheter with a small expan- 
sion at its tip is used and is placed in the distal 
ureteric segment. Dye is then injected, under fluoro- 
scopic control, until the segment in question has been 
opacified. Spot films are often made since, despite 
the expanded catheter tip, the ureter may drain 
rapidly. The problem of maintaining an adequate 
amount of dye in the ureter constitutes the major 
difficulty of the examination. Retrograde ureteric 
*Presented at the annual Clinical Assembly of the American Osteopath- 
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examination is not done at Metropolitan Hospital 
unless it has been preceded by an intravenous uro- 
gram. 

Ureteric disorders demonstrable radiographically 
include congenital and traumatic lesions, and inflam- 
matory, calculus; and neoplastic disease. Extraure- 
teric disorders may be reflected by certain ureteric 
abnormalities. This presentation will be confined to 
a brief exposition of some of these roentgen findings, 
in an atlas type of review, and will be preceded by a 
short description of the normal ureter as seen roent- 
genographically. 

The normal ureter is 25 to 29 cm. long and 2 to 3 
mm. wide, and is subdivided into abdominal and 
pelvic portions. The abdominal segment extends 
from the renal pelvis to the osseous pelvic brim at 
the bifurcation of the common iliac artery. The renal 
pelvis lies at approximately the second lumbar level, 
and from there the ureter courses along the anterior 
surface of the psoas muscle, close to or overlying the 
transverse processes. It is essentially parallel to the 
midline, inclining slightly medially. The pelvic seg- 
ment first curves backward and laterally, then for- 
ward and medially, following the contour of the 
pelvis. Its most lateral position is opposite the ischial 
spine, and its most medial portion overlies the sacro- 
iliac joint. It is closely related to the uterus, coursing 
medially and anteriorly on the lateral aspect of the 
cervix and upper vagina. At the level of the external 
os the ureter is about 1.5 cm. lateral to the cervix. 
It enters the urinary bladder paralleling the course 
of the interureteric ridge. 

Roentgenographically, these anatomic fundamen- 
tals may be variously represented. The ureteric di- 
ameter is neither consistently predictable nor con- 
stant, because of anatomic narrowing and physiologic 
changes. Apparent abnormalities of diameter must 
be interpreted in terms of their persistence or incon- 
stancy and in terms of changes in the tract proximal 
to the altered level. The points of anatomic narrow- 
ing are usually visible, but are variable in appear- 
ance. They may be short and sharply defined or 
longer and of more gradual change. The ureteropel- 
vic junction is especially inconsistent. It can appear 


as a linear contraction separating the pelvis from the 
ureter, almost as a true sphincter would be repre- 
sented, although no anatomic sphincter is recog- 
nized; or the pelvis may merge with the ureter grad- 
ually, making an imperceptible transition. The middle 
third of the ureter is usually of greater caliber than 
the proximal or distal portions. This wider portion is 
referred to as the ureteric spindle. Deviations from 
the usual course may produce kinks and loops and 
still be within normal limits. These may be related 
to the phase of respiration and position of the pa- 
tient. Constrictions other than the three sites of 
anatomic narrowing may be the result of spasm sec- 
ondary to catheterization. 

The ureters exhibit spindlelike peristalsis, with 
waves traveling 2 to 3 cm. per second. These appear 
as constrictions alternating with fusiform dilatations, 
the locations of which depend upon the progress of 
the wave and vary from film to film in the same 
study. 

Complete bilateral opacification of the entire 


JOURNAL A.O.A., VOL. 59, MAY 1960 


Fig. |. Bilateral reduplication associated 
with a left. ureterocele. On the right, a com- 
plete double ureter is probably present, 
since a narrow opacity parallels the wider 
one in the pelvis. On the left, the ureters 
appear to join at the iliac crest level. The 
clubbed distal ureter and the surrounding 
lucency of the ureterocele are sharply de- 
fined. 


length of both ureters is not usually seen on an intra- 
venous study, and there is usually incomplete visuali- 
zation of the normal ureter. Often the proximal and 
distal portions are opacified, with nonfilling of the 
middle segment. Occasionally, an entire ureter on 
one side is filled and the opposite one is empty. The 
changeability or consistency of a particular pattern 
throughout a case is of great importance in deter- 
mining whether a ureter is normal or abnormal. 

The ureter may be the site of developmental 
anomalies, either isolated in that structure or in asso- 
ciation with anomalies of other portions of the sys- 
tem. 

Anomalies of number are common; these represent 
the most frequent urinary tract developmental aber- 
rations seen in our department. They are always 
associated with anomalies of the renal pelvis, and 
result from improper branching of the ureteral bud 
or improper assimilation of the ureter into the blad- 
der. The anomaly is either unilateral or bilateral 
(Fig. 1). The pattern presented is commonly re- 


Fig. 2. Right ureteric reduplication with an 
obstructing calculus at the distal end of one 
of the two right ureters. Survey film, left, 
shows punctate calcification lateral to the 
coccyx on the right side. Urographic study, 
right, shows thin right ureter originating 
from a renal pelvis located high within the 
right ‘renal shadow but otherwise apparent- 
ly normal. A vaguely defined opacity is 
seen caudal to the high pelvis and well be- 
low the apparent ureteropelvic junction. 
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Fig. 3. Right ureteric reduplication (same as in Figure 2), shown 
by 24-hour films. Left, a dilated ureter is seen to originate from 
the lowermost of the two pelves, terminating at the calcification 
previously visualized. This calcification represents a calculus at 
the ureterovesical junction of one of a pair of reduplicated ureters. 
The patent ureter was then catheterized, right, and the parallel 
position of the catheter in the ureter supplying the upper pole 
and of the dye in the obstructed ureter from the lower pole be- 
came apparent. 


ferred to as a bifid renal pelvis with double ureter, 
reduplication of the renal pelvis and ureter, or dou- 
ble kidney and ureter. Actually, trifid pelves may 
occur, but I have never seen a triple ureter. 

The reduplications are both complete and incom- 
plete, with the two ureters joining somewhere be- 
tween the ureteropelvic junction and the bladder or 
both entering the bladder as distinct structures. 
When reduplication is complete, the lower of the 
two at the level of the kidney has the more superior 
and lateral orifice in the bladder. The lower of the 
two renal pelves, in the case of reduplication, is 
usually the larger, and the upper may be rudimen- 
tary. In this case, the anomaly might not be visual- 
ized by excretory studies, since the rudimentary pel- 
vis and collecting system may not excrete dye in 
sufficient concentration to opacify the ureter. How- 
ever, the visualization of an unusually long kidney 
with an opacified small collecting system in its lower 
portion should lead to a suspicion of the presence of 
an anomaly. Duplicated ureters usually cross once or 
twice in the pelvis, producing an intertwined ap- 
pearance. 

Failure to visualize the anomaly may also occur 
during retrograde examination. In the case of com- 
plete reduplication, only one of the orifices may have 
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been catheterized. If reduplication is incomplete, the 
tip of the catheter may be proximal to the site of 
fusion. A valvelike structure at the junction may pre- 
vent retrograde filling even if the catheter is posi- 
tioned distal to the confluence. In the case of sus- 
pected or actually demonstrated reduplication in 
which definition by retrograde examination is essen- 
tial, several attempts to fill must be made with the 
catheter tip at various levels, if the initial filling 
demonstrated only one of the two ureters. The cali- 
ber of duplicated ureters is usually slightly smaller 
than that of an average ureter. The ureters which 
are reduplicated may be otherwise normal, or may 
exhibit any of the disorders to which an average 
ureter is subject. 

The following case represents some of the prob- 
lems which may be presented by such anomalies. A 
survey film (Fig. 2) presented a punctate calcifica- 
tion lateral to the coccyx on the right side. The right 
renal shadow was larger than the left. Urography 
demonstrated a thin right ureter, originating from a 
renal pelvis located high within the right renal 
shadow, but otherwise apparently normal. Vaguely 
defined opacity was present caudal to the high pelvis 
and well below the apparent ureteropelvic junction. 
On this basis, possible reduplication with nonvisuali- 
zation of the inferior of the two ureters was sus- 
pected. For this reason a 24-hour film was made 
(Fig. 3), and now a dilated ureter originating from 
the lowermost of the two pelves was seen. It termi- 
nated at the calcification previously visualized, indi- 
cating the presence of a calculus at the ureterovesical 
junction of one of a reduplicated pair of ureters. The 
patent ureter was then catheterized, and the parallel 
position of the catheter in the ureter supplying the 
upper pole and of the dye in the obstructed ureter 
from the lower pole were apparent. 

Ureteric anomalies of lesser statistical incidence, 
which may be seen occasionally, include dilatations 
associated with lower tract obstructions due to de- 
velopmental errors. Congenital obstructions of the 
vesical neck or congenital valves of the posterior 
urethra may result in enormous ureterectasis if the 
patient survives. Large, dilated ureters may occa- 
sionally be found in the absence of demonstrable 
lower tract obstruction. This situation has been 
called megaloureter, or congenital dilatation of the 
ureter, and may be the result of an undiagnosed 
lower tract obstructive mechanism. The distal ureters 
are gaping, the entire ureter is elongated and tortu- 
ous, and free constant reflux of bladder dye upward 
is a significant feature. 

Figure 4 represents a 5-year-old child who had 
several operations in an effort to repair congenital 
urethral valves and vesical neck obstruction. The 
left film shows dilatation of both ureters, of enormous 
extent, and relatively poor opacification of those 
structures, probably because of dilution of the dye 
in the urine-filled ureter. The second film was made 
2 years later, and shows progression of the dilatation 
bilaterally. Note the associated massive pyelectasis 
and caliectasis, and the club-shaped distal ureters, 
suggesting possible congenital distal ureteric ob- 
struction as well. 
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Ureterocele is a localized dilatation of the distal 
end of the ureter with prolapse into the bladder 
(Fig. 1). It may be associated with other anomalies 
or may be visualized as an isolated entity, either uni- 
lateral or bilateral. Calculus disease may accompany 
the anomaly. Survey films do not suggest the diag- 
nosis, but if an opaque calculus is present, it may be 
seen in the region of the ureterovesical junction. 
Urographic criteria include increased caliber of the 
distal ureteric segment with a circular lucent area 
separating the opaque ureter from dye in the blad- 
der. The distal ureter may be slightly elevated and 
angulated, giving the impression of being pushed up 
from below. In the presence of marked ureterectasis 
associated with cystocele, a large filling defect in the 
opacified bladder at the level of the ureteric orifice 
may be present without the more characteristic halo 
effect. 

Inflammatory ureteric disease is rare as an isolated 
entity, but is common in association with renal and 
vesical inflammatory processes. Consequently, the 
ureteric changes to be discussed are usually vis- 
ualized in association with the specific and nonspe- 


Fig. 4. Congenital lower urinary tract ob- 
struction with dilated ureters. The view on 
the left shows dilatation of both ureters but 
relatively poor opacification, probably be- 
cause of dilution of the dye in the urine- 
filled structures. The other film, taken 2 
years later, shows bilateral progression of the 
dilatation as well as associated massive pye- 
lectasis and caliectasis and the club-shaped 
distal ureters. 


cific changes which are characteristic of pyelitis, 
pyelonephritis, and cystitis. 

Survey films do not contribute directly to diagnosis 
of ureteric inflammation. However, calculi within 
the tract, incrustation of a portion of the wall of the 
tract, or air formation within the tract may indirectly 
suggest possible ureteric inflammation. 

The opacified ureter may show no morphologic 
alteration early in the course of an inflammatory 
process. However, careful observation of ureteric 
function by fluoroscopy or multiple serial film ex- 
amination is said to demonstrate alteration of peri- 
stalsis, localized fixation of a segment, or retention in 
the kidney pelvis or distal ureter as a result of spasm. 
Direct film evidence of ureteritis consists of irregu- 
larity, tortuosity, and segmental dilatations and con- 
tractions. In advanced cases, granulomata and blood 
clots may cause filling defects simulating stone or 
tumor. Strictures may be a complication of inflam- 
mation, and are suggested by a constantly present, 
short, narrowed segment of ureter, proximal to which 
the ureter is dilated and through which it may be 
difficult or impossible to pass a catheter from below. 


Left, survey film taken as part of a diag- 
nostic workup following discovery of a soli- 
tary lung lesion. It was considered negative. 
Right, film taken during an episode of acute 
pyelonephritis, showing changes suggestive 
of ureteritis. Both ureters are of greater 
caliber than before, but the left one is es- 
pecially dilated. 


Fig. 5. Changes suggestive of ureteritis. 
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Perhaps tuberculosis of the urinary tract is more 
prone to produce stricture than are other infectious 
states. A particular type of roentgen appearance is 
seen in ureteritis cystica. Multiple small, smooth, 
round lucent defects appear along the margins of the 
ureter, giving the visual impression of multiple air 
bubbles lining the ureteric margins. 

In Figure 5, the film on the left is one of a series 
made as part of a workup following discovery of a 
solitary lung lesion. The urogram was felt to be 
negative. About a year later, another urogram was 
performed because of symptoms suggestive of an 
acute left pyelonephritis. Both ureters were of 
greater caliber than originally, and the left lower 
ureter was especially dilated. The changes were 
thought to indicate associated ureteritis. 

Multiple ureteric disorders are frequently present 
concurrently. Anomalies and infection, calculus and 
infection, and trauma and infection are close related. 
Also, disease and disability which may be primarily 
of extraurinary origin can bear close relationship to 
ureteric and renal disease. The patient whose films 
are shown in Figures 6 and 7 was quadriplegic as a 
result of a traumatic cervical cord compression 8 
months previously. He had been experiencing re- 
peated episodes of flank pain, fever and chills, and 
other symptoms suggestive of urinary tract infection. 
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Fig. 6. Multiple calcifications and ureteric 
obstruction in a quadriplegic. Survey film, 
left, shows multiple bilateral calcifications of 
considerable variation in size and shape, in 
both kidneys and ureters. A delayed uro- 
gram, right, shows bilateral pyelectasis and 
caliectasis, a right ureter of variable caliber, 
and an obstruction in the left ureter at the 
level of the proximal calculus. 


The survey film (Fig. 6, left) demonstrated multiple 
bilateral urinary tract calcifications, renal and ure- 
teric, of considerable variation in size and shape. A 
large group was seen in the range of the right mid- 
ureter, a single large calculus was in the range of the 
proximal left ureter, and several were in each distal 
ureter. A delayed urogram film (Fig. 6, right) indi- 
cated the presence of bilateral pyelectasis and caliec- 
tasis, a right ureter of markedly variable caliber, and 
an obstructed left ureter at the level of the proximal 
calculus. 

At retrograde examination dye failed to pass be- 
yond the junction of the upper one third and distal 
two thirds of each ureter (Fig. 7, left). On the left 
side, the obstruction was at the level of a calculus, 
while on the right no calculus could be seen at the 
termination of the dye column, and it was thought 
that a stricture was present at that level. Since the 
patient had had repeated infectious episodes, the 
occurrence of a stricture would not be unlikely, nor 
would stricture secondary to the trauma of passage 
of a stone be unreasonable. At any rate, the tortu- 
osity and irregularity of the proximal right ureter, as 
seen in the film on the right, suggested inflammatory 
changes. 

Perhaps the most common ureteric disorder en- 
countered by the radiologist is calculus disease. The 


Fig. 7. Multiple calcifications and ureteric 
obstruction in a quadriplegic (same case as 
in Figure 6). Left, ureteric obstruction on 
retrograde study. The obstruction on the 
left side is at the level of the calculus. No 
calculus could be seen at the right; it was 
thought that there was a stricture at this 
level. The thought that this stricture was 
secondary to inflammatory changes is rein- 
forced by the tortuous and irregular pattern 
of the proximal right ureter, as seen in the 
film on the right. 
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factors of importance in the diagnosis and evaluation 
of calculus states are multiple. Some of these may 
be listed as follows: 

1. The radiopacity or radiolucency of the calculus 
or calculi 

2. Location of the calculus 

3. Presence or absence of associated obstruction, 
either complete or incomplete 

4, Presence or absence of associated infection and 
inflammation 

5. Presence or absence of associated anomalies 

6. Renal function 

7. Condition of the tract following removal or 
spontaneous passage of the stone 

8. Presence or absence of skeletal changes sugges- 
tive of hyperparathyroidism. 

The opaque ureteric calculi as visualized on sur- 
vey film may be sufficiently characteristic in size, 
shape, and location as to be more or less certainly 
identifiable. They are usually round or elliptical. If 
elliptical, the long axis of the calculus is usually in 
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Fig. 8. Bilateral urinary tract calculi. In a 
survey film, left, the large calcification over- 
lying the fourth lumbar transverse process 
on the right was thought to be a calcified 
mesenteric node. The patient had no urinary 
tract symptoms. Another survey film taken 
2 months later, right, showed that renal cal- 
cifications previously visualized had moved 
from the lower pole to the region of the 
proximal ureter. Another calcification had 
disappeared, and the right calcification re- 
mained unchanged. This film was taken 
after an episode of renal colic and passage 
of a calculus. 


the same plane as the long axis of the ureter. Classi- 
cally, the stone will be at the location of one of the 
anatomic narrowings of the ureter. Perhaps 70 per 
cent become impacted at the distal end and 20 per 
cent at the iliac crest level. However, the calculus 
can be bizarre in appearance and may be located 
anywhere in the ureter. Also, the course of the ureter 
may have been altered by associated disease. An 
extraureteric calcification, such as a phlebolith, calci- 
fied mesenteric gland, or neoplastic calcification, may 
simulate a calculus. Consequently, opacification of 
the tract is absolutely indicated to confirm the loca- 
tion of the calcification. Nonopaque stones cannot 
be visualized without such studies. Excretory retro- 
grade examination will also be necessary to evaluate 
the other findings listed as important in calculus 
disease. 

Associated obstruction is evidenced by dilatation 
of the tract proximal to the calculus. Simply the 
finding of a dilated tract is not prima facie evidence 
that it has resulted from the visualized calculus. It 


Fig. 9. The supposed mesenteric node ob- 
structed the right ureter, indicating that it 
was a ureteric calculus (same case as in 
Figure 8). These films were taken with the 
patient in a prone position, which encour- 
ages ureteric opacification in the presence 
of a signficantly dilated renal pelvis. 
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may have antedated the development of the calculus 
and have been a factor in calculus formation. It may 
be evidence of pre-existing anomaly, infection, or a 
previous episode of calculus, which had resulted in 
ureteric stricture and a chronically obstructive state. 
Usually, if the dilatation is unilateral on the side of 
the calculus and only proximal to the site of calculus, 
it is caused by the stone; however, even this is not 
definite evidence of obstruction due only to stone, 
since impaction at that site may have occurred be- 
cause of pre-existent stricture. 

Renal function is revealed in a gross fashion by the 
rapidity of excretion of dye into the renal collecting 
system and by its concentration. Failure of opacifi- 


Fig. 10. Large, irregular left ureteric calcu- 
lus, demonstrating the unreliability of size 
and shape as a diagnostic feature of ure- 
teric calculi. The lower left abdominal cal- 
cification is‘larger and more irregular than 
the classic stone, but the excretory study, 
right, proved its intraureteric location. 


cation, or delayed pelvic visualization, is a significant 
feature in radiographic evaluation. Re-examination 
following removal or passage of a stone is essential 
to intelligent management. The persistence of dila- 
tation and obstruction, the restoration or continued 
failure of renal function, and the opacification of a 
portion of the tract which may not have been vis- 
ualized at all when the stone was present, are sig- 
nificant both for control of possible future examina- 
tions and for indications of additional necessary 
treatment. 

All calculus disease is not easy to diagnose, and 
errors in interpretation can be made despite the fre- 
quency with which calculi occur and the familiarity 


Fig. 11. Right ureteric obstruction caused by 
tumor. The left kidney was normally visual- 
ized, but there is no opacification of the 
right renal collecting system, suggesting a 
nonfunctioning right kidney. Retrograde 
study, right, shows failure of the dye to 
pass the iliac crest level. Both of these ex- 
aminations indicated obstruction of an un- 
known type. 
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with the entity that most physicians have developed. 
Calculi may be visualized and still be unsuspected. 
In one case, a survey film (Fig. 8, left) taken at the 
time of a gastrointestinal tract examination was re- 
ported as showing left renal calcifications and a cal- 
cified mesenteric lymph node on the right. The pa- 
tient had retrosternal pain radiating to the right 
shoulder, associated with heartburn, but he had no 
urinary tract symptoms. The calcification in the right 
abdomen was large, mottled, and not at all charac- 
teristic of a urinary calculus. Two months later, after 
an episode of left renal colic and passage of a cal- 
culus, another survey showed that one of the pre- 
viously visualized renal calcifications had moved 
from the lower pole to the region of proximal ureter 
and that another had disappeared. The right-sided 
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Fig. 12. Extravasation of dye at the site of 
perforation of the ureter during passage of 
a catheter. The film at left shows the cath- 
eters in place, with extensions of the dye in 
pseudopodial fashion at the level of the left 
third lumbar transverse process. The kidney 
is poorly filled, indicating failure of most of 
the dye to reach it. After the catheters 
were removed, right, the shadow diminished 
and its diameter became larger and less 
well defined, suggesting diffusion through 
soft tissues. 


calcification remained unchanged. A urogram at that 
time (Fig. 9) disclosed a massive right pyelocaliecta- 
sis proximal to the calcification which was originally 
thought to represent a mesenteric node, but which 
obviously was a ureteric calculus. These films were 
made with the patient prone, rather than in the con- 
ventional supine position. The prone position en- 
courages ureteric opacification in the presence of a 
significantly dilated renal pelvis, in which circum- 
stance drainage of the pelvis into the ureter is often 
extremely retarded if the patient is supine. The cal- 
culus on the right side was removed but some ob- 
structive mechanism persisted, possibly because of 
stricture caused by trauma. Subsequently the left 
ureteric stone was removed, and the left pelvis and 
ureter appeared to be normal postoperatively. 


Fig. 13. Violation of the ureter with cath- 


left, it was thought that the curled catheter 
was outside the ureter. A later film, right, 
shows a collection of dye in the same place 
the catheter had been, and a left hydro- 
nephrosis which was not present on the pre- 
vious urogram. 
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Another example of the unreliability of size and 
shape as a diagnostic feature of ureteric calculus is 
shown in Figure 10. The lower left abdominal calci- 
fication is larger and more irregular than the classic 
stone, but the excretory study proved its intraureteric 
location. 

Ureteric neoplasms are uncommon and are per- 
haps the most difficult ureteric disorder to evaluate 
radiographically. Tumors may produce an irregular 
filling defect, a bizarre ureteric contour, and com- 
plete or incomplete obstruction. The obstruction may 
not be different in any way from that produced by a 
nonopaque stone, a stricture, or a blood clot. Occa- 
sionally the defect will be seen to be longer and 
more irregular than the usual stone or stricture pat- 
tern, as demonstrated by visualization of the proximal 
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Fig. 14. Suture encircling ureter, producing 
obstruction and a filling defect. At retro- 
grade examination, left, a sharply marginat- 
ed short segment of nonfilled ureter is seen 
near the inferior margin of the sacroiliac 
joint, while the proximal segment has a 
sharp, smooth, horizontal border. An erect 
film, center, shows failure of drainage of the 
proximal segment, again with a sharp hori- 
zontal distal end. A ureterogram, right, 
shows a similar pattern. 


end of the defect on an excretory urogram and of 
the distal end by a retrograde pyelogram. In the case 
of intramural tumors with little or no intraluminal 
component, evidence on films may be entirely lack- 
ing. The diagnosis is complicated by the fact that 
most ureteral tumors occur in the distal third. Since 
it is often difficult to establish exactly the level of 
the ureterovesical junction on excretory studies, and 
since this area is often incompletely filled in a normal 
urogram, such a tumor may be easily overlooked if it 
is not obstructive. 

The only ureteric tumor in our hospital files is 
illustrated in Figure 11. There was a normally visual- 
ized left kidney and no opacification of the right 
renal collecting system, signifying to the radiologist 
that the right kidney was nonfunctioning. This sug- 


Fig. 15. Ureteric alterations as a result of 
tumor formation outside the urinary tract. 
Left, ureteric displacement and dilatation 
secondary to a neoplasm of the colon. 
Right, ureteric changes as a result of a 
tumor of the uterine fundus. 
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gested an obstructive mechanism, and since an 
opaque calculus had not been visualized, the causa- 
tive mechanism was in doubt. Retrograde study re- 
sulted in failure of the catheter to advance beyond 
iliac crest level, and dye did not fill the ureter be- 
yond this point. Again, an obstruction was indicated, 
etiology unknown. After operation, histologic exam- 
ination demonstrated a transitional cell carcinoma of 
the proximal third of the ureter. A metastatic lesion 
was subsequently seen in the left ilium, and the 
patient died sometime later. 

Trauma to the ureter may be obvious and easily 
established, or may simulate more common disorders 
and be erroneously diagnosed. Extravasation of 
opaque material presents a bizarre, amorphous, 
grossly nonanatomic pattern which is usually easily 
appreciated. Dye beyond the normal anatomic 
bounds, presenting none of the usual sharp margina- 
tion of ureteric pattern and showing diminished 
opacity and haphazard distribution, indicates loss of 
ureteric continuity. I have seen such patterns in 
ureters lacerated at surgery and as complications of 
ureteric catheterizations. 

Such a situation was encountered in a patient 
whose urogram had suggested a possible obstructive 
mechanism at the left ureteropelvic junction, and in 
whom retrograde study was performed for confirma- 
tion (Fig. 12). The initial film showing instillation 
of dye indicated a poorly marginated collection, with 
extensions peripherally in pseudopodial fashion, at 
the level of the left third lumbar transverse process. 
It had not been present on the survey film, and must 
have been injected dye. The kidney was poorly 
filled, indicating failure of most of the opaque ma- 
terial to reach it. Following removal of the catheters, 
the density of the shadow had diminished and its 
diameter was larger and its margins less well defined, 
suggesting diffusion through soft tissues. These fea- 
tures suggested that there was a break in ureteric 
continuity and extravasation of dye beyond ureteric 
range, probably caused by trauma during passage 
of the catheter. A subsequent intravenous urogram 
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Fig. 16. Ureteric changes in cervical carci- 
noma and a uterine sarcoma. At left, the 
right collecting system is not visualized and 
the left system is poorly visualized, in a pa- 
tient with advanced cervical carcinoma. 
Right, the right ureter ef a patient with 
metastatic sarcoma of the uterus is shown to 
have a circuitous course over the fourth and 
fifth lumbar bodies, apparently having been 
grossly displaced and incompletely obstruct- 
ed. 


opacified both the ureter and the extraureteric tract 
which had developed as a result of the perforation 
and which had dissected into the left iliac fossa. 

A similar situation was suggested (Fig. 13) by the 
bizarre pattern of the left catheter on a retrograde 
pyelogram performed as part of the follow-up on a 
patient who had a right nephrolithotomy a short time 
previously. We believed that the catheter was out- 
side the ureter. A subsequent urogram showed a 
poorly defined collection of dye in the same location 
as the curled catheter had assumed, with left hydro- 
nephrosis which had not been present on the original 
urogram. A urogram 4 months later suggested that 
the laceration had closed and that the left side had 
normalized. 

Trauma of a nature which does not lacerate the 
wall is more difficult to identify. Inclusion of the 
ureter in a surgical tie will produce obstruction which 
may not be differentially diagnosable from ureteric 
stricture in all cases. However, the pattern at the 
obstructed site may suggest what has happened if 
the obstruction is sudden, complete, and smooth, and 
if it presents an almost horizontal appearance of the 
distal end of the dye column, as opposed to the 
tapering irregularity of acquired stricture or to the 
roundness of a nonopaque stone. The history may 
be helpful. 

In one such patient, who had had right flank pain 
since an ovarian resection 5 years before, the right 
kidney was not visualized on intravenous study. Ret- 
rograde examination (Fig. 14, left) demonstrated a 
sharply marginated short segment of nonfilled ureter 
near the inferior margin of the sacroiliac joint. The 
proximal segment presented a sharp, smooth, hori- 
zontal border. Following removal of the catheter, an 
erect film indicated failure of drainage of the proxi- 
mal segment, again with a sharp horizontal distal end. 
A ureterogram redemonstrated a similar pattern. A 
suture encircling the ureter was suggested, and the 
impression was confirmed at laparotomy. 

Extraureteric disorders may narrow, displace, dis- 
tort, and obstruct a ureter. The obstruction cannot 
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be differentiated from many other types of obstruc- 
tion, and if it is the only evidence of the extraureteric 
disease, a definite diagnosis may be impossible unless 
the history is suggestive. Displacement suggests ex- 
traureteric disease, either of an inflammatory nature 
with cicatrization and traction displacement or of a 
mass nature with pulsion displacement. Renal en- 
larging diseases may displace the proximal ureter 
medially, retroperitoneal tumors often will push the 
ureter either anteriorly or posteriorly, and pelvic 
tumors often displace the distal ureter laterally. 

Figure 15 demonstrates moderate right ureterecta- 
sis as far distally as the midportion of the sacroiliac 
joint, associated with lateral displacement of a short 
segment, in a case of colon carcinoma with extensive 
pelvic metastases. On the other film is illustrated an 
obstructed, dilated left ureter and considerable pye- 
localiectasis in a case of carcinoma of the uterine 
fundus. 

Figure 16, on the left, indicates failure of visuali- 
zation of the right collecting system, although a 
nephrogram had resulted, and a poor concentration 
of dye in a dilated left collecting system, in a patient 
with advanced cervical carcinoma. It also shows the 
right ureter of another patient to describe a marked- 
ly circuitous course over the fourth and fifth lumbar 


bodies, apparently being grossly displaced and in- 
completely obstructed, in a patient with metastatic 
sarcoma of the uterus. 


Summary 


Many ureteric disorders produce obstruction as 
the only significant finding. Often a differential diag- 
nosis cannot be made unless an adequate history is 
available, and it behooves the radiologist, urologist, 
and general practitioner to maintain adequate com- 
munication among themselves, and with the patient, 
to utilize all aids in effecting as accurate a roentgen 
diagnosis as possible. Re-examination following any 
urinary tract episode, disease, or surgical procedure 
can be of enormous value in delineating the imme- 
diate state of the tract and in serving as a control 
against future events. The urogram is a major factor 
in evaluating many extraurinary tract diseases, espe- 
cially in cervical and other pelvic tumors, and should 
be so utilized. Metropolitan Hospital, 300 Spruce St. 


DeLorimer, A. A., Moehring, H. G., and Hannan, J. R.: Clinical 
roentgenology; vol. 4: digestive tract, gall bladder, liver and pancreas, 
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Epidural or peridural anesthesia 


in major surgery” 


JAMES F. COSTIN, D.O., Bellefontaine, Ohio 


Epidural or peridural anesthesia was discovered 
quite accidentally, probably by Corning who in- 
jected a solution between the spinous processes and 
produced anesthesia. The first actual report of suc- 
cessful anesthesia by the epidural route was made 
simultaneously by Sicard and Cathelin in 1901, and 
Cathelin reported 80 cases in 1903. He envisioned 
the use of this type of anesthesia for many kinds of 
operations, but his field was limited by the few anes- 
thetic solutions available during that period. 
Stéckel, in 1909, used single injections of procaine 
(Novocaine) in 141 normal deliveries. Results were 
not uniform, but 80 per cent of the patients received 


*Presented at the annual meeting of the American Osteopathic College 
of Anesthesiologists, Boston, October 27, 1958. 
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relief of labor and delivery pain. His classical state- 
ment was: “In short, [the patient] purchases the 
alleviation of her birth pains for a reasonable price 
and is never the subject of sorrow and anxiety on 
the part of her physician.”! 

Lawen, in 1910, used a single injection technic 
with success by adding sodium bicarbonate to pro- 
caine. By 1920, 4,200 cases could be found in the 
literature. Following Dogliotti’s publication in 1931, 
epidural analgesia gained greatly in popularity; Gut- 
terriz in Argentina, Harger and Odom in the United 
States, and many others used it very successfully.’ 

My own experience with extradural anesthesia 
began at Detroit Osteopathic Hospital in 1941. At 
that time the method was, for me, particularly asso- 
ciated with obstetrics. I later studied at Temple 
University, where I learned that they were using 
epidural anesthesia for all types of operations below 


the neck. The technics which I shall describe are a 
combination of those used at the two institutions, 
with some modifications of my own. These technics 
have been so successful that I cannot praise them 
enough. 

I like to think of epidural space as comparable to 
the pleural space. It is a closed sac extending from 
the cauda equina to the foramen magnum. It is the 
interval between the periosteum lining the vertebral 
canal and the pachymeninx surrounding the men- 
inges in all of their extensions from the foramen 
magnum to the conus terminalis, at about the level 
of the second sacral vertebra. 

The epidural space diminishes to nothing as the 
cord passes through the foramen magnum. Here 
the dura adheres to the inner surface of the skull, 
making an impenetrable barrier for any fluids flow- 
ing cephalad in this space. The space, as I shall refer 
to it, is built like a funnel increasing in size as it 
descends in the canal. Its widest portion is at the 
third cervical vertebra. The space narrows as it 
enters the thoracic portion and then quickly enlarges 
again between the fourth and ninth thoracic verte- 
brae, with its widest portion at the level of the sixth 
dorsal. It then narrows, widens, and deepens at 
about the second and third lumbar interspace. 

The epidural space is triangular in shape, with the 
base being the anterior surface of the cord. Poste- 
riorly, at the apex of the triangle, the cord is farther 
removed, with more fatty areolar tissue and a rich 
plexus of blood vessels. The fatty tissues found here 
are of extreme importance to a successful under- 
standing of epidural anesthesia. In the young, ro- 
bust individual, this fat is rather liquid but quite 
plentiful, almost entirely filling the canal. As the 
individual ages and becomes a bit more sclerotic, 
the fat becomes firmer and less liquid until, in the 
very aged, a canal almost clear of fatty tissue is 
encountered. Consequently, the transmission of a 
fluid anesthetic is greatly changed in character in 
young and old, or obese and thin individuals. 

Physiologically, the loss of sensation is a little 
slower with this type of anesthesia. The first areas 
of anesthesia, contrary to Pitkin’s' statement, are 
those supplied by the upper abdominal and lower 
thoracic nerves. Then it progresses slowly down- 
ward and upward until the patient is anesthetized 
from the lower neck to the tip of the toes. When 
properly administered there are no areas of poor 
anesthesia; muscular relaxation is sufficient for all 
intra-abdominal surgery from gastric resections to 
classical Miles’ operations. One word of warning: 
The vagus nerve is not involved, and tugging of the 
esophagus and diaphragm may cause hiccoughs or a 
vomiting reflex. These symptoms are easily con- 
trolled with a small amount of Pentothal sodium 
or nitrous oxide. 

It should be noted that these people are rather 
resistant to laryngeal spasm. I have, under very light 
Pentothal anesthesia, intubated patients with great 
ease. I have used airways with no difficulty in pa- 
tients who were prone to develop spasms under 
inhalation anesthesia. It is possible to irritate the 
larynx and observe the lack of spasm reflex. 
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Hypertensive, sclerotic individuals may give a 
bit more trouble with hypotension as is the case with 
spinal anesthesia. These individuals have been stud- 
ied electrocardiographically, and no damage was 
found even in severe depressions. They recuperated 
satisfactorily and uneventfully. Treatment of hypo- 
tension is the same as in spinal anesthesia. The ordi- 
nary vasopressors are very successful and usually 
require but one administration. Once corrected, the 
patient’s condition remains corrected with no further 
medication. 

Although these patients have no sensation and do 
have good muscular relaxation, they usually retain 
some motor power. I have observed a woman with 
good conductive anesthesia and a light plane of 
general anesthesia attempt to turn on her side to 
sleep better. This is quite embarrassing when the 
abdominal wall is open. These patients should all 
have loose restraining devices placed on them before 
operation. 

Solutions used are many and varied; the first solu- 
tion probably was cocaine, and then procaine. Mety- 
caine is very commonly used at the present time in 
obstetrics. A more recent discovery, Nesacaine hydro- 
chloride, available in 2 and 3 per cent strengths, is 
used by some clinicians. I have used all of these 
except cocaine and have, in turn, discarded each 
in favor of Xylocaine hydrochloride in the 2 per cent 
strength with epinephrine 1:200,000 for maintenance 
of anesthesia. This drug seems to have a viscosity 
particularly suitable for rapid spread in the fatty 
tissues of the epidural canal. 

The technic of epidural anesthesia is similar to 
that for spinal anesthesia; the approach is the same 
but there are several exceptions. The location of the 
puncture is at the first and second or second and 
third lumbar vertebrae. The area of choice is the 
second lumbar interspace, as here the space is 
deeper and a dural puncture is less likely. This par- 
ticular location is fairly easy to use as compared to 
ordinary spinal anesthesia where the site of punc- 
ture is the fourth or fifth lumbar interspace. I have 
found this interspace to be quite difficult to use at 
times, because of hypertrophic arthritic changes; a 
puncture at the second lumbar level is fairly easy 
to make because this interspace has less arthritis, 
making it more easily tapped and the blocking 
process safer. 

The skin over this area is sterilized by one of the 
many methods commonly used. The patient is 
draped as for spinal anesthesia, and the method 
of blocking the skin and subcutaneous tissues by 
local solution is carried out. 

A Tuohy 16-gauge spinal needle is then carefully 
inserted between the spinous processes through the 
ligamenta flava and into the epidural space. The 
needle can be followed carefully by the resistance 
felt as it passes through the tissues. Many times the 
operator will feel a “pop” as the needle passes into 
the epidural space. Testing is then carried on by 
using the same syringe used to block the skin. This 
syringe should be moist and freely workable. Filled 
with air, it is then attached to the hub of the spinal 
needle and the plunger gently bumped. If the 
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needle point is properly placed in the canal, air 
enters the space freely. 

Many operators use a syringe in similar manner 
but have the syringe attached as they enter the 
canal. There is a negative pressure in the canal; 
as the needle enters, the plunger of the syringe is 
depressed as air enters the canal. Others use a small 
water manometer; the water level changes as the 
pressure is reversed. Still others use a drop of sterile 
saline placed in the hub of the needle; this is drawn 
into the needle as the point enters the space. Each 
operator must choose the technic most suitable to 
his own needs. 

When the tip of the needle is well placed within 
the epidural space with the lumen pointing ceph- 
alad, then the B-D #442T vinyl plastic tubing is in- 
serted carefully. The tubing can usually be felt to 
enter the canal as it leaves the tip of the needle 
since there is a slight resistance. The tubing is then 
threaded cephalad until the point of first resistance 
or the desired level is reached. By threading the 
tubing through the needle and withdrawing the 
needle at the same time, the tubing is left in the 
canal and carefully taped there. I usually tape the 
tubing fast to the patient up the back and bring it 
out at the head, where a 22-gauge needle is threaded 
into the tubing to which a 10 cc. Luer-Lok 3-ring 
syringe, for pressure, is attached. 

This procedure can be carried on with the patient 
in a sitting position or on either side. I prefer the 
recumbent position because the patient usually has 
a certain degree of narcosis which contraindicates 
the sitting position. 

The patient is then placed on the back in the 
desired position for proper flow of anesthetic solu- 
tion. For upper abdominal and chest operations the 
patient is placed in a 15 per cent Trendelenburg 
position, and for lower abdominal work about 10 
per cent Trendelenburg. For lower extremities the 
patient is left flat. If only one side is to be operated 
on, as in a hip fracture, the patient is often turned 
to that side, allowing the solution to pool in the 
area needing anesthesia. 

After the proper position is attained, a test dose 
of 3 cc. of anesthetic solution is administered. If 
a systolic blood pressure below 120 mm. has been 
recorded just before the test dose, I give a prophy- 
lactic intramuscular dose of 10 mg. of Vasoxyl or 25 
mg. of Ephedrine. Then, having waited about 5 
minutes to ascertain that the patient has no idiosyn- 
crasy to the solution or that there has not been a 
dural tap, the initial dose of solution is given. This 
dose is estimated, in the Temple University technic, 
by giving 1 cc. of solution for each spinal nerve to 
be anesthetized. I have modified this technic in the 
following manner: A large, robust individual having 
abdominal surgery will need more solution than the 
small, thin individual, and the young, more than the 
old. I usually estimate the quantity of solution at 
my preoperative call. I also believe the state of 
health, mental alertness, and many other factors 
must be taken into consideration in estimating the 
dosage to be used. A 200-pound individual in the 
prime of life will need as much as 18 to 20 cc. of 
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solution, while a 100-pound person may receive as 
little as 10 cc. A senile individual needs only a 
small amount; I have used as little as 5 cc. to pin a 
hip and, at the same time, remove a tumor from 
a thumb with no other anesthesia. This matter of 
estimating quantity is a difficult problem, and it is 
the responsibility of each man to determine the in- 
dividual patient’s dosage. I have never used more 
than 20 ce. or less than 4 cc. for an initial dose in any 
patient. 

I should like to relate a bit of experience with 
a shock case, a condition which seems to be mod- 
erately prevalent in our community. A 70-year-old 
white man, profoundly deaf and large of frame, 
weighing approximately 200 pounds, was received 
with a severe laceration of the left hand extending 
from above the wrist to the tip of the ring finger, a 
scalp laceration about 6 inches long, and a frac- 
ture of the left leg with a large piece of detached 
bone extruding through the skin. He was conscious 
and in shock on entering the operating room. He 
claimed to have pernicious anemia and Meniere’s 
disease. 

A plasma expander was started simultaneously 
with an intravenous dose of pentobarbital, 0.5 per 
cent. An epidural block was started and the leg pre- 
pared for external fixation. After preparation and ex- 
ploration, the surgeon asked if I would repair the 
hand to shorten the anesthesia time. The leg proved 
very difficult, and the operating time was 4 hours 
and 15 minutes. During this time, the patient re- 
ceived 1,000 cc. of whole blood and 500 cc. of 
plasma expander, but he was taken to his room with 
a blood pressure of 150/70 and talked to his family 
about insurance matters before he went to sleep. 
This man received only two doses of vasopressor. His 
blood pressure, on entering surgery was 80/0. 

I have several such cases in my records: three 
ruptured gastric ulcers, two ruptured gall bladders, 
one torn liver, and many multiple fractures. I feel 
that shock is no contraindication to epidural block. 

Following the initial dose, the patient is very 
slowly put to sleep with an intravenous drip of Pen- 
tothal sodium, or in case of cesarean section, a very 
light plane of nitrous oxide and oxygen anesthesia. 
The operation is started in about 5 minutes. The 
sleep may be eliminated if it is thought too risky. 


Any undue fall in blood pressure in the first hour 
of anesthesia is corrected with vasopressors. Once 
corrected, the blood pressure (unless otherwise in- 
terfered with) will maintain a normal level. Very 
rarely is a second dose of vasopressor necessary. Pa- 
tients can be maintained in this state of anesthesia 
for several hours or days without harmful effects, 
and there is a very minimal chance of cardiac arrest. 
The latter feature alone has “sold” this method to 
me and made it a very important part of my anes- 
thesia equipment. 

Anesthesia is maintained very readily by adding, 
at hourly intervals, one-half the initial dose. If the 
first dose was 10 cc., add 5 cc. hourly; if it was 20 
ce., add 10 cc. hourly. If the initial dose seemed too 
great, cut the hourly dose; if it was too little, increase 
it accordingly. 


At the end of operation, if the anesthesia is get- 
ting low and I feel certain that the patient is going 
to have a stormy postsurgical course, I give an extra 
dose to insure anesthesia for at least an hour, which 
allows the patient less postoperative narcosis and a 
chance to greet his or her family, awake and com- 
fortable. At the discretion of the surgeon, I may 
leave the whole process in place for future anesthesia 
if necessary. 

Preoperative medication is very important and 
should be carefully studied and arranged for. Pa- 
tients having elective surgery always receive a full 
dose of pentobarbital with an antiemetic 2 hours 
preoperatively. If it is an emergency, the pento- 
barbital is given intravenously. The effects of pen- 
tobarbital on any form of conductive anesthesia are 
well known and its value cannot be overestimated. 

One hour preoperatively, a full dose of narcotic, 
such as Demerol or morphine, is given along with a 
drying agent such as atropine. The drying agent I 
have omitted entirely at times with no deleterious 
effect. The use of scopolamine in these cases I will 
only mention to condemn, as the occasional delirium 
caused by it is very harmful and obnoxious to a pa- 
tient who is not completely asleep. 

During long operations, the patient often becomes 
restless and quite literally tired of lying in the same 
position; I give an added dose of narcotic after the 
second hour. This quiets the patient and he requires 
less secondary anesthesia. 

The equipment listed here is all standard and can 
be purchased through any supply house. The listing 
is made just as I take it out of my pack in surgery: 

Tuohy needle, 34-inch, 16-gauge 

Tuohy needle, 4-inch, 16-gauge 

Tuohy needle, 34-inch, 14-gauge 

B-D vinyl plastic tubing #442T, 36-inch length 

B-D vinyl plastic tubing #242T, 36-inch length 

Luer-Lok 3-ring syringe, 10 cc. 

Luer-Lok syringe, 2 cc. 

Two sponge sticks for skin sterilization 

Three towels 

Medicine glass 

Two 18-gauge needles 

Two 25-gauge needles 

Two 22-gauge needles. 

I routinely use the 16-gauge needle since I have 
become efficient with it and prefer it to the 14-gauge 
needle. Many of my colleagues use the larger needle, 
claiming there is more rapid and profound anes- 
thesia. I have not found this necessary; however, 
possibly I will in the future. 

We have found, in our small surgery, that the 
vinyl tubing is better sterilized separately. The 
tubing comes packed in a cellophane envelope. This 
is removed and the tubing placed in large loops be- 
tween two ABD pads, then it is wrapped flat and 
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pressure-sterilized for exactly 10 minutes. This tech- 
nic insures a tubing easier to handle. It is not mashed 
and is soft enough to enter the canal without undue 
trauma, but still pliable enough to insure against 
breakage. 

Moist sterilization of the tubing is advised but I 
feel it is clumsy to use. The tubing must be soaked 
in a sterilizing solution, then washed with sterile 
water before using. The many steps involved in this 
process afford more opportunity for contamination. 
The simpler the procedure, the safer. 

In the past 18 months, I have very successfully 
blocked 5 cases of paralytic ileus, the longest of 
which remained blocked 4 days. All the patients re- 
covered without surgical intervention. Needless to 
say, these patients are very appreciative. The physi- 
ologic process here is so commonly known that it 
needs no explanation. 

We have carried out many therapeutic blocks 
using epidural anesthesia in cases of carcinoma, 
Buerger’s disease, arteriosclerosis, and diabetic 
gangrene. These blocks are always successful. They 
have brought this thought to my mind, which I have 
expressed often: Why not use a long-acting solution 
in the epidural space, such as an oil solution, which 
would take care of pain for an indefinite period? 
With this, the motor supply would be retained or 
soon regained. This would take a great deal of time 
and experimentation with animals but if. it were 
achieved it would relieve a vast amount of suffering 
with a very limited loss of function. 


Summary 


Epidural anesthesia, which was discovered back 
at the turn of the century, is becoming more popular 
each year, with the development of modern solutions 
and technics. It is probably the safest and the least 
expensive, and it assures the patient a normal re- 
covery without the dangers of postoperative anes- 
thesia complications. 

In the hands of a trained anesthetist, this type of 
anesthesia is enthusiastically accepted by both the 
patient and the surgeon. 

Anesthesiologists who are already using epidural 
anesthesia will have to make only a few changes for 
any major surgical problem below the neck. These 
changes are: 

Thread the vinyl tubing cephalad instead of 
caudad. 

Change solutions to a more viscous and readily 
absorbed agent which will give a more profound 
block. 


Use a little heavier narcosis. 130 N. Detroit St. 


1. Pitkin, G. P.: Conduction anesthesia, edited by J. L. Southworth, 
R. A. Hingson, and W. M. Pitkin. Ed. 2. J. B. Lippincott Co., Phila- 
delphia, 1953. 
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Addiction to 


phenmetrazine hydrochloride and 
its psychiatric implications 


ALVIN ROSEN, A.B., M.A., D.O., Darby, Pennsyl- 
vania, and I. JAY OBERMAN, D.O., Philadelphia, 
Pennsylvania® 


There is a twofold purpose in presenting this paper: 
To add to the “list” in the United States another drug 
which may potentially produce addiction; and to dis- 
cuss from the psychiatric point of view the type of 
patient who may become addicted to medication. 
Phenmetrazine hydrochloride (Preludin) (2- 
phenyl-3-methyltetrahydro-1, 4-oxazine hydrochlo- 
ride) is a sympathicomimetic compound of the oxa- 
zine series. Its chemical formula shows that it is an 
oxazine derivative of the ephedrine group, which 
is more closely related to caffeine than amphetamine. 
In animal experiments performed by Thoma and 
Wick,’ the lethal dose of phenmetrazine hydrochlo- 
ride was about five times that of amphetamine, while 
the stimulative effect was about one sixth that of 
amphetamine. It was also shown in the same animal 
experiments that the signs of acute toxicity are quali- 
tatively identical with those of amphetamine adminis- 
tration, namely, vigorous motor movement, restless- 
ness, incessant walking about, rising of hair, 
exophthalmus, and convulsions. However, the me- 
dian lethal dose of phenmetrazine administered 
intraperitoneally was 200 mg. per kilogram of body 
weight, whereas it was only 50 mg. per kilogram of 
body weight with amphetamine. According to 
Spiegelberg,? an increase in vitality, mental alert- 
ness, and concentration power, and a decrease 
of or delay of fatigue were the most prominent sub- 
jective symptoms associated with the oral adminis- 
tration of 12.5 to 50 mg. of phenmetrazine to 28 
healthy volunteers. These effects are similar to those 
produced by amphetamine, but the unique property 
*Dr. Rosen, a general practitioner, and Dr. Oberman, a psychiatrist, 


both serve on the faculty of Philadelphia College of Osteopathy as 
clinic supervisors. 
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of phenmetrazine seems to be that relatively much 
larger doses can be given before untoward side 
effects occur. 

In the World Health Organization Technical Re- 
port Series #21, drug addiction is defined as a state 
of periodic or chronic intoxication, detrimental to 
the individual and to society, produced by the re- 
peated consumption of a drug (natural or synthetic). 
Its characteristics include: 

1. An overpowering desire or need (compulsion) 
to continue taking the drug and to obtain it by any 
means 

2. A tendency to increase the dose 

3. A psychologic and sometimes physical depend- 
ence on the effect of the drug. 

Differentiation is made between addiction-produc- 
ing and habit-forming drugs. The latter may be 
taken repeatedly without the production of all the 
characteristics outlined in the definition of addiction 
and is not generally considered to be detrimental to 
the individual or to society. There are some drugs 
whose pharmacologic action is intermediate in kind 
and degree between addiction-producing and habit- 
forming, so that compulsive craving, dependence, 
and addiction can develop in those individuals 
whose psychologic make-up leads them te seek and 
find escape in drugs.‘ Phenmetrazine would seem to 
fall in this category; it is a substance in which the 
pharmacologic action plays a role, but where the 
psychologic make-up of the patient is the determin- 
ing factor. It would seem that, very strictly speak- 
ing, in reviewing the above definitions, there are 
probably no non-habit-forming drugs, but only par- 
ticular individuals who form the habit because the 
drug prescribed has great emotional or psychic sig- 
nificance and symbolically may even represent the 
physician himself. The patient described in this 
paper fits the definition of addiction in all aspects. 

Seager and Foster® have reported two cases of 
addiction to phenmetrazine hydrochloride. Both of 
these cases, as well as the three others cited below, 


— 
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have all occurred in Great Britain, where the drug 
is available without prescription. The patients of 
Seager and Foster were both young females, one of 
whom took thirty to sixty tablets daily and the 
other ten tablets per day. In each case, the craving 
was so great that the patients resorted to stealing 
money in order to gain a supply of the drug. Both 
of these patients were diagnosed as immature psy- 
chopathic personalities. In the one case, the patient 
continued the drug after discharge and the other on 
withdrawal had no apparent side effects other than 
an increase in her depression. Bethel*® reports a case 
of toxic psychosis caused by phenmetrazine, in 
which the patient took 1,400 tablets during a 12- 
week period. Clein’ tells of a 31-year-old woman 
who ingested sixty tablets a day to “give herself con- 
fidence” and eventually developed a toxic psychosis. 
On withdrawal, hematologic study revealed no ab- 
normality. Glatt* relates how a former alcoholic 
took twenty tablets in the morning and fifty tablets 
every evening for 4 months; this produced a psy- 
chosis in which the patient was in an excitable, 
irritable state, avoided public places, and felt that 
people were constantly looking at him. This man 
stated that both the craving and the hangover were 
worse with phenmetrazine than with alcohol. 

Classification of substances to which patients may 
become addicted is not within the scope of this 
presentation. However, perhaps we are entering a 
new era of drugs, among the nonnarcotics to which 
patients may become addicted—the so-called mood 
elevators. 

There seems little doubt that patients who are 
emotionally disturbed may take drugs in amounts 
never imagined by the drug manufacturer, regard- 
less of how innocuous the maker of the drug claims 
it to be in normal dosage. The following case is to 
our knowledge the first case of addiction to phen- 
metrazine to be reported in the United States. 


Medical case history 


A 23-year-old white woman, who worked as an 
usherette in a movie theatre, presented herself in 
the office with a chief complaint of “tiredness, dizzy 
spells, and nervousness.” She stated that she slept 
well, but arose tired in the morning and had always 
been nervous. The remainder of the history and 
physical examination at that time was noncontribu- 
tory. 

The initial diagnostic impression was that the 
patient had a psychoneurosis with mild depression. 
She was tried on various combinations of drugs, in- 
cluding methylphenidate hydrochloride (Ritalin), 
hydroxyzine hydrochloride (Atarax), synthetic L- 
triiodothyronine (Cytomel), and meprobamate 
(Equanil), none of which brought about any notice- 
able change. 

In October 1956, the patient was given dextro- 
amphetamine sulfate, 10 mg. spansules, which 
brought about immediate improvement. She was 
seen irregularly until December 1957, and had con- 
tinued to take dextro-amphetamine sulfate the entire 
time, having obtained the drug from numerous other 


JOURNAL A.O.A., VOL. 59, MAY 1960 


physicians and pharmacists. At this time she admit- 
ted to taking two to three capsules a day and stated, 
“I can’t do without them every morning.” Her 
weight had remained stable, and at this time she 
seemed in good physical condition. 

It was felt that the patient, if not already addicted 
to amphetamine, was well on the way to addiction. 
In seeking a replacement for it the patient was given 
phenmetrazine. We had used phenmetrazine in 
many patients for weight reduction, and it seemed 
to give many of them a mental “lift.” .Up until 
this time we were unaware of any possible addicting 
qualities of the drug. It also seemed ideal for this 
patient because it was a mild drug for the relief of 
minor depression. She was given 25 mg. of phenme- 
trazine twice daily. Between December 1957 and 
September 1958 she was seen sporadically; she was 
in apparent good health and even gained 4 pounds. 
At the latter date the patient revealed that she had 
been taking as many as fifteen tablets of phenmetra- 
zine daily. 

The patient was tried on various so-called psychic 
energizers, none of which seemed to replace the 
phenmetrazine adequately. In December 1958 the 
patient finally admitted taking at least twenty 
to thirty phenmetrazine tablets (500 to 750 mg.) 
daily for the past year. The family informed us that 
the patient had even forged several prescriptions in 
order to get the drug when pharmacists and other 
physicians refused to supply her. At this time it 
was suggested that she see a psychiatrist, to which 
the patient readily acquiesced, mainly because of 
fear that the large amounts of the drug might be 
harmful to her. She said that occasionally she would 
try to do without the drug and would feel “shaky,” 
but that while taking it she seemed to have confi- 
dence and “pep.” 


Psychiatric case history 


A 26-year-old married woman was referred by her 
physician for psychotherapy because of an apparent 
addiction to phenmetrazine hydrochloride. She was 
seen for a total of forty-five therapeutic hours over a 
period of 8 months. 

Her case history revealed that she had taken 
medication to lose weight at the age of 17 under the 


direction of a physician, and while taking this medi- 


cation she experienced “unusual energy.” After a 
reasonable period, having lost the desired amount 
of weight, the medication was discontinued. Several 
years later, at about age 23, she began taking medi- 
cation not for the purpose of losing weight, but for 
the express purpose of “getting pep.” This medica- 
tion had been prescribed by her physician and was 
apparently amphetamine or an amphetamine com- 
pound. After approximately 2 years of this medica- 
tion, her physician gave her phenmetrazine hydro- 
chloride. Of her own volition she increased the 
dosage to as high as thirty tablets a day (600 mg.). 

Without the drug, the patient was frequently un- 
able to perform even the simplest of daily chores. 
She had no desire to do anything productive. She 
felt tired and irritable, and would stay in bed, read, 
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or sleep, and feel blue and stuporous. On occasion 
she could rouse herself and with great effort could 
muster sufficient energy to accomplish the barest 
and most inescapable household tasks, but always 
with mounting irritability, anger, and resentment. At 
times her depression would reach such depths that 
she would contemplate suicide, but she never made 
any overt attempts on her life. She had made several 
unsuccessful attempts to conquer her addiction, but 
a characteristic lack of resistance or impulsive need 
for the drug would inevitably prevail. 

When she was able to avail herself of the drug 
she became energetic to the point of sleeplessness 
and seeming absence of all fatigue. She could per- 
form prodigious amounts of work, was friendly, af- 
fable, and outgoing almost to the point of euphoria. 
As her need for the drug increased and the supply 
diminished as a result of her physician’s efforts to 
curtail her mounting addiction, the patient sought 
out other physicians who were unsuspecting of her 
problem. She would “gobble up” their supply in a 
few days rather than spread it out over as long a 
period as possible. Her behavior in this regard is 
reminiscent of the more familiar addiction to alcohol 
and narcotics. 

The patient had been married for about 3 years 
which, interestingly enough, corresponds to the 
duration of her addiction to energizing drugs. There 
were no children, and the marriage was on shaky 
ground which the patient admitted as another reason 
for her seeking psychotherapy. She also had a fear 
of insanity which was of long, though indeterminate, 
duration. 

In appearance the patient was of slight though 
solid build, attractive, and quite feminine. She had 
a congenitally withered right arm which she seemed 
to accept readily. She had never had any serious ill- 
nesses requiring bed rest or hospitalization except, 
as she stated with a coy laugh, those illnesses that 
“she wanted to have.” During the course of therapy, 
it was readily observable when she was taking the 
drug and when she was not. In the former instance 
she would appear dainty, prim, and starched and in 
the latter would appear disheveled and dowdy, 
wearing slacks or skirt and blouse. 

Her family background and early home life were 
rather impoverished. She was the youngest of four 
children, and it fell to her lot to nurse and care for 
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her mother, an obese diabetic who had died 4 years 
previously following a series of surgical operations. 
Her father had been an alcoholic and a generally 
irresponsible individual who had died of a heart at- 
tack about 8 months prior to therapy. Her brothers 
were also alcoholic. She had almost finished high 
school, which she disliked intensely, when she left 
to take care of her mother full time. She took great 
pride in her mother’s courage and ability to stand 
pain without complaining and cried when she ex- 
pressed how, by contrast, she was unable to do 
this. Although she expressed great devotion for her 
mother, her relationship with her father was a con- 
fused one. 

Her dream life revolved around morbid pictures 
associated with the deaths of her mother and father. 
Her daytime fantasies were occupied by wishes to 
assert herself aggressively toward her husband and 
others to whom she characteristically behaved sub- 
missively. Her social relationships were minimal, 
tenuous, short-lived, and ungratifying. 

In the therapeutic relationship the patient ap- 
peared childlike and often naive. She alternated, 
according to her prevailing mood and degree of in- 
toxication with the drug, between a depressed, 
apathetic, petulant helplessness and a “devil-may- 
care,” “world-is-my-oyster” happiness. Prior to ther- 
apy the patient had been made aware of the serious 
consequences of her habit through threats and 
promises from her physician, family, and friends, 
and had been encouraged to relinquish her habit 
by all manner of cajoling but to no avail. Before 
therapy the patient’s world was inhabited by people 
who were strict and authoritarian, always potentially 
punitive and severely judgmental; rarely, if ever, 
affectionate, understanding, or accepting of her 
helplessness. Her reactions to living under this yoke 
were understandably retaliatory and hostile. How- 
ever, these very human emotions were not accept- 
able in her social milieu and consequently were ob- 
scured or repressed and permitted to emerge only 
in her fantasy and dream life. There was tremen- 
dous guilt for this unconscious aggression in the 
form of retaliatory wishes, and this aggression would 
manifest itself overtly in occasional moments of 
pique and a rare outburst of childish temper only 
against someone close to her. 

The plan of therapy was to establish a relation- 
ship wherein the patient's impulses, which were 
unacceptable to her, could emerge as freely as she 
was able to confront them and could be dealt with 
in a permissive and understanding atmosphere. Ther- 
apy was to be a new, meaningful relationship in 
which the patient could share with another human 
being her experiences, feelings, sensations, and 
thoughts without threat of punishment, retaliation, 
or judgment. It was anticipated through these 
means that a different and more adult type of de- 
pendency could be fostered, enabling the patient to 
acquire some insight into the emotional nature of 
her problems, to work through the problems in the 
therapeutic relationship, and to acquire sufficient 
ego strength for dealing with them in a constructive 
manner, rather than her previous destructive pattern 


of behavior. The permissive relationship, it was 
hoped, would also serve to ameliorate the heavy 
burden of guilt which the patient used aggressively 
and destructively against herself. In therapy there 
were no prohibitions from use of the drug nor would 
the therapist prescribe a replacement drug which 
the patient requested. Instead of “magic,” the ther- 
apist was prepared to offer her acceptance and 
understanding. Instead of punishment, the therapist 
was prepared to accept that her work inhibition, as 
expressed by lack of energy and extreme fatigue, 
was an expression of inadequate motivation, as well 
as an expression of rebellion against anticipated 
criticism and rejection. 

In the beginning of therapy the patient several 
times tested the therapist by confessing her “sin”; 
she had again “eaten of the forbidden fruit.” Once 
she became assured that there was no retaliation or 
punishment for this, she asked to be admitted to a 
hospital for a period so that she could not obtain the 
drug. This had never been suggested and was en- 
tirely volitional on her part. Accordingly, she re- 
mained in the hospital for 3 weeks, during which 
time she appeared to be a “changed person.” She 
had complete ground privileges and was even per- 
mitted to leave the hospital grounds. She was happy 
and carefree, spoke freely and with animation. 
There appeared to be a minimal amount of anxiety 
and only one very short period of depression. In the 
protected, cared-for atmosphere of the hospital, the 
patient emerged and flourished and experienced the 
not-uncommon flight into health. This lasted for 
about 1 week after discharge, at which time she be- 
came depressed and shortly thereafter once again 
found need to resort to the use of the drug. Therapy 
continued, and the patient valiantly struggled to 
shed her addiction and with some success, since her 
drug bouts became more infrequent. Therapy was 
discontinued prematurely for nontherapeutic reasons. 


Psychodynamics of addiction 


The psychologic history and psychotherapeutic 
course have been presented in some detail, using 
the patient’s own words when possible in order to 
present a clear psychodynamic picture. 

In medical practice the physician finds addiction 
in many forms, and society has played its share in 
placing different values on different addictions. The 
narcotic addict, for example, is considered to be 
the lowest and most incorrigible form. Society re- 
gards him as the most hopeless and debased, the 
one most in need of punishment. Only in recent 
years has there been a more general acceptance, and 
then only within informed circles, that the narcotic 
addict with his psychologic and physiologic depend- 
ence, is ill. The alcoholic on the other hand is por- 
trayed as a degenerate ne’er-do-well at one extreme 
and as a comical figure and laughing-stock at the 
other extreme. One could say that society closes one 
eye in the case of the alcoholic and treats him with 
less severity than the narcotic addict. Aside from 
statistics on lost manhours due to alcoholism, the 
chronic drinker poses no great threat to the social 


JOURNAL A.O.A., VOL. 59, MAY 1960 


order. In recent years, physicians have been respon- 
sible for bringing to the public attention a third kind 
of addict to whom no one had previously given 
much attention. This is the food addict. Society 
as a whole usually has no quarrel with this individ- 
ual, and it is only the physician who admonishes him 
by saying in effect, “You will destroy yourself 
through this habit if you do not take heed.” 

Each of the types enjoys a certain notoriety as a 
result of his addiction. The narcotic addict is 
damned by all, particularly the law. The alcoholic 
is merely berated by the law, but preached and 
moralized at by all classes of well-meaning citizens, 
with little change in the total picture. The food ad- 
dict is exhorted by his physician with dubious re- 
sults so far as the total situation is concerned. 

Grouping of addictions in this way reveals certain 
similarities which would seem to underlie the super- 
ficial or apparent differences. These similarities 
enable us to attain a clearer understanding of the 
psychodynamics of addiction in general. 

Addiction would seem to be a response to some 
simple human need since the addicts under discus- 
sion are undeniably human. At base, this need is 
really universal, shared by all but expressed and 
gratified differently and with more “social accept- 
ance” by most of us. The need is very simply to 
have pleasure, to avoid pain, to relieve tension, to 
feel good, to feel happy, to have peace of mind or 
soul. The need to seek pleasure or gratification and 
to avoid pain is a basic biologic instinct shared by 
the entire animal kingdom. Man has most effectively 
and actively been successful in acquiring the great- 
est number of means of obtaining and satisfying his 
need for pleasure. 

Armed with this nonjudgmental and factual ex- 
planation of universal human pleasure-seeking, what 
then “goes wrong” with the addict that he should 
seek pleasure in his own peculiar fashion? What is 
the nature of the overpowering irresistibility of his 
urges? To answer this we must turn to the child. 
The newborn has not yet acquired the ability to con- 
ceptualize pleasure in our usual sense of the word. 
He knows nothing of the world around him. He is 
the literal center of the universe. The contents of 
his skin react primitively to increase or decrease 
body tension originating from within. He experi- 
ences cold, heat, hunger, pain, and so forth, as in- 
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ternal expressions, and only learns through the 
experience of being cared for that these tensions 
can be relieved by the outside world. In fact he 
begins to acquire knowledge of the external world 
only on those terms and in the frame of reference 
in which he has actually experienced it. When his 
hunger, for example, is gratified, the former great 
tension merely becomes a lesser tension, and he 
experiences this in feelings that he will later con- 
ceptualize as pleasure. He will smile benignly and 
go to sleep. The newborn and infant may then be 
said to react according to the pleasure principle. 
He has inner tensions which are relieved through 
the intervention of his outer world, and then he 
experiences pleasure. 

As he gets older and his conceptual framework 
enlarges along with his increasing physical prowess, 
he is able to master more and more of the tensions. 
He is able to postpone and wait for gratifications 
and pleasure. Instead of crying and sometimes even 
going into a rage when food is not immediately 
forthcoming, he has learned to abide his tension and 
postpone his pleasure in anticipation of perhaps 
greater pleasure in a little while. He has thus made 
peace with reality. It is not convenient or appro- 
priate at this time to gratify his hunger; however, 
he accepts the fact, albeit reluctantly in the begin- 
ning, that if he will bear this tension it will be 
satisfied soon. 

If the child’s experiences in living until now have 
contained sufficient satisfactions then he will have 
been enabled more readily to accept this reality. If 
his experiences have contained insufficient gratifica- 
tions or inconsistent satisfactions he will interpret 
this postponement as just another deprivation and 
will react to this frustration with anger and rage 
which is all too frequently punished. The child’s con- 
cept of himself evolves accordingly and he says in 
effect, “My body is bad; it has tensions, urges, 
drives, needs; emotions, and pleasures which seek 
expression or outlets which are all too frequently 
frustrated. Since my world has told me so it must 
be true, since I am so helpless and they are so 
powerful and all-knowing. I am bad. I must de- 
serve this punishment that they mete out. I want so 
to make amends because of this heavy guilt that I 
will punish myself in the absence of external repre- 
sentatives. I am so unworthy.” 

Only now can we properly understand the psycho- 
dynamics of addition. The irresistibility is an ex- 
pression of being unable to tolerate tensions. The 
addict cannot wait. He behaves still according to 
the early pleasure principle. Although he appears 
fully grown and it would seem that physiologic mas- 
tery of oral pleasure would have occurred by now, 
this is not the case. Although his intellectual ac- 
complishments often mistakenly would lead one to 
believe that he could postpone actions leading to 
pleasure or gratification or seek actions which are 
socially acceptable, this quality has never been ade- 
quately developed in his psychologic make-up. He 
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will instead impulsively act on a need rather than 
interpose rational thought processes between the 
urge and the act. His actions are directed not to- 
wards achieving a known or rational goal, but 
towards relieving tension. In reality he is seeking 
not pleasure as it would seem but relief of pain or 
tension. The tension, not unlike an infant’s hunger, 
would seem to represent a threat to his very exist- 
ence. The great need to perpetuate existence ex- 
plains the intensity with which frustration is often 
followed by rage and violence. The conflict then 
created is one where the choice is violence or ag- 
gression versus a need to repress aggression for fear 
of loss of love. 

It can now be stated that a parallel exists between 
the addict and the manic-depressive patient. There 
are many ways of accomplishing § self-destruction. 
The manic depressive accomplishes this in the abso- 
lute and physical sense through suicide which may 
be described as the turning of aggression against 
the self. The addict’s impulsiveness and his self- 
destructive energies are directed unconsciously to- 
wards the accomplishment of psychologic suicide. 
The narcotic addict poisons himself to death, the 
alcoholic drinks himself to death, and the obese in- 
dividual eats his way to the grave. 

The addict, like the cyclothymic, attempts unsuc- 
cessfully to master guilt, depression, and anxiety 
through activity. The patient in either case would 
seem to be saying, “If I do this, I won't have to 
be afraid anymore.” The need to constantly repeat 
this losing game is with the hope of mastering the 
dangers that he has always feared. The game often 
turns into the real thing, and the very dangers he 
sought to control overwhelm. him. 

The general practitioner is daily confronted by 
patients whose chief complaints are fatigue, over- 
weight, anxiety, and depression. The need for good 
judgment on the part of the physician who prescribes 
reducing or mood-elevating drugs to patients with 
the above symptoms and for careful supervision of 
patients who are receiving these drugs is obvious. 


Summary 


A case of addiction to phenmetrazine hydrochlo- 
ride has been presented, along with a discussion of 
the psychodynamics of addiction. 
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LAWRENCE H. TAYLOR, A.B., D.O.,+ Covina, 
California 
. Suspended animation is no longer a dream. It has 


been successfully applied to animals and in a limited 
sense to humans, by the use of cold. Cold has been 
used as a therapeutic modality since the days of Hip- 
pocrates. William Harvey treated his own gout by 
the Hippocratic method of copious use of cold 
d water.’ Nearly all physicians have prescribed ice 
: bags for a variety of ailments, from sprained ankles 
to the throbbing head of the “morning after.” 
Boerema? in Europe and Bigelow, Callaghan, 
and Hopps* in America independently and almost 
simultaneously proposed using hypothermia for 
heart surgery. The success of this modality has been 
widely proved, and this usage furnished a real be- 
ginning for intensive international research on the 
effects of purposeful reduction of body temperature. 
Before this time there were, to be sure, isolated ex- 
periments and observations on the effects of cold on 
the metabolism. Those of Larre (1832), Arnott 
(1848),° Smith and Fay (1940),° and Allen (1945)? 
are some commonly referred to. 


Uses of hypothermia 


An editorial published in 1945 by Swan’ outlined 
: the theoretically potential uses of hypothermia. In 5 
years many of the uses which had been only theory 
began to be and are now fact. In addition to cardiac 
surgery, refrigeration has had successful application 
or has been recommended for: 

Bacteremia®” 

Brain tumors’? 
*This paper was prepared in November 1959, while Dr. Taylor was 
engaged in research and postgraduate studies in the Clinic of Professor 
Boerema, University of Amsterdam. 
+Dr. Taylor is a Clinical Instructor in the Department of Physical 


Medicine and Rehabilitation at the College of Osteopathic Physicians 
- and Surgeons, Los Angeles. 
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Changes induced by 


‘gery were proposed by Swan and associates:*° 


hypothermia* 


Convulsions, especially eclampsia’*"* 
Geriatric surgery*® 
Head injury’®** 
Hyperpyrexic conditions*'*1° 
Neurologic 
Pediatric surgery”??? 
Poliomyelitis** 
Poor risk surgery*?° 
Shock, from various 
Thyroid crisis.* 
Four general indications for hypothermia in sur- 


1. Desire to perform an operation in a bloodless 
field during temporary occlusion of the blood supply 
to or through an organ 

2. To improve the operative risk in patients 

3. As a method of achieving hypotensive anes- 
thesia, to reduce blood loss, without actual circula- 
tory occlusion 

4. Strictly as an anesthetic agent which might be 
less toxic to the individual than pharmacologic 
agents, as for instance in patients with hepatocellular 
damage. 

My current research problems lead to a review of 
the physiology of hypothermia, and it is hoped that 
this review may save other investigators time in 
searching the literature. The appended bibliography 
is not exhaustive, but nearly all points regarding our 
current knowledge of hypothermia are represented. 

The present confusion concerning the effects of 
reduced temperatures, plus the increased use of 
hypothermia in medicine and research, create a need 
for such a summary as this, from which potential 
benefits can be studied. It is the design of this paper 
to fulfill these needs. 


Definitions and classifications 


Terms ¢ Hypothermia usually refers to controlled 
body temperature reduction. 

Hypothermic anesthesia is the use of hypothermia 
alone or in combination with anesthetic agents, to 
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produce relief of pain or to diminish consciousness.”" 

Cryotherapy (improperly called crymotherapy”* ) 
is the therapeutic use of cold. It can mean the appli- 
cation of ice over a hernia, or the spray of ethyl 
chloride over the chest for the acute pain of angina. 

Artificial hibernation derives from the French in- 
vestigators”® and usually refers to drug-induced re- 
duction of temperatures. The lytic cocktail whose 
major constituent is chlorpromazine or a related 
antihistamine lowers the temperature only a few 
degrees. “Hibernation” is a poor term because true 
hibernation is a state in which the animal can spon- 
taneously rouse himself. 

Refrigeration anesthesia implies the use of cold for 
its pain-relieving effects, and may be local, as when 
a limb is cooled before amputation, or general body 
cooling in which the homeothermic process of tem- 
perature regulation is interrupted. 

Frozen sleep** is a newspaper term, but is neither 
freezing nor sleeping. 


Classifications * Exposure to cold with consequent 
fall in body temperature and possibly death has 
been confused with purposeful, controlled reduction 
of body temperature.*° 

Brewer and Edward** proposed that stages of 
hypothermia be classified as light—33 to 30 C; mod- 
erate—30 to 25 C; and deep—25 to 20 C. A more 
practical staging would be on a physiologic basis:*' 

Light hypothermia below 34 and above 28 C. 
Drug-induced reduction of temperature rarely goes 
below 34 C. In the range of light hypothermia there 
is no cardiac irritability nor fibrillation in the average 
patient. 

Moderate hypothermia, below 28 and above 15 C. 
This is the range of cardiac irritability. Fibrillation 
is more common at the warmer temperature range in 
this stage, but may occur at any point, particularly 
when the heart muscle is manipulated. 

Deep hypothermia, below 15 C. At this point 
cessation of cardiac activity begins, followed by ces- 
sation of respirations. The functions return on re- 
warming. 


Life and death effects 


There is an optimum temperature for every reac- 
tion, and there are temperatures which will affect 
one metabolic system and not another. The applica- 
tion of this principle will have therapeutic effects in 
states of disease, and upon the chemical reaction and 
enzyme systems related to pathologic states. 

Isolated cells can be quick frozen and their viabil- 
ity preserved for long periods.*?** Bull sperm is 
stored and shipped in a frozen condition with very 
little loss of potency. A prize bull may inseminate 
cows for years after his death. Homografts of bone 
and arteries are prepared and stored by quick freez- 
ing methods. 

Animals have actually been frozen stiff and sur- 
vived, in some cases containing as much as 40 per 
cent ice.**** The human organism has been cooled 
to the point of cessation of cardiac and respiratory 
activity, and normal neurologic and other metabolic 
functions returned with rewarming.** 
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Exposure to cold can produce shivering, exhaus- 
tion, and death of the whole organism or varying 
degrees of local frostbite and tissue death. 

Under deep hypothermia, death can no longer be 
measured as the absence of the heartbeat or cessa- 
tion of respiration, because stopping the heart is 
often the aim of the procedure. 

Nonhibernating, warm-blooded animals resist cold 
by two methods.** The neural hypothalmus regulates 
body heat production in the shivering mechanism. 
Distinct nerve cell and ascending fiber tracts in the 
hypothalmic grey matter and brain stem have been 
identified. The neural hypothalmus protects against 
cold. The endocrine hypothalmus apparently regu- 
lates normal basal metabolism. It is postulated that 
drug-induced hypothermia works by depressing this 
effect. 


Physiologic changes 


Effects on blood * Generalized body cooling has 
special effects on the blood and the cellular elements. 
Circulation time varies according to the action of the 
heart, and according to the arterial-venous resistance 
and viscosity of the blood, which in turn is related 
to the circulating blood volume. Of course when 
cardiac action comes to a standstill, the circulation of 
the blood has also stopped. Apparently by the time 
and at the temperature when the heart stops the 
cellular requirement for oxygen has also stopped; 
circulatory insufficiency is not noted. 

During hypothermia the following effects oc- 
cur: 29-45 

1. Leukocyte count is reduced 
2. Erythrocyte count rises 
3. Hematocrit and hemoglobin levels rise 
4, Eosinophils remain unchanged or slightly 
depressed 
5. Platelet count drops, as a result of storage in 
liver, spleen, and bone marrow sinusoids 
6. Bleeding time is prolonged 
7. Prothrombin time is unchanged 
8. Coagulation time is unchanged 
9. Circulation time is increased 
10. Viscosity of blood increases 
11. Circulating volume decreases 
12. Blood clumping occurs, especially in small 
capillaries 
13. Spotty circulation standstill is noted. 

The time necessary for the return to normal of 
these changes is apparently related to the duration 
of cooling.*® Many of these changes can be ex- 
plained by the effect of hemoconcentration caused 
by cold.** Fluid shifts occur with the passage of 
fluids to the extravascular compartment.** 

Erythrocytes have been observed to agglutinate in 
the capillaries, and this has a retarding effect on 
wound healing.*7 

Blood chemistry changes are not observed. Smith 
and Fay* as early as 1940 found that no remarkable 
changes were noted, except a drop in blood urea 
levels. But Tountas, Liaskos, and Kalakonas,** in 
their studies in dogs, reported no change in blood 
urea, blood sugar, potassium, sodium, or calcium. 


Carbon dioxide and pH values vary according to the 
method of ventilation and anesthesia. A study re- 
ported in 1948*° found no significant changes in elec- 
trolytes, acid-base balance, amino acids, or lactic- 
pyruvate ratio. 

Slowly induced hypothermia may cause a lower- 
ing of the blood sugar, but this is also found in star- 
vation, and is probably the cause.*® 


Cardiovascular effects * Much work has been re- 
corded on the different effects of different low tem- 
peratures on the heart action, heart metabolism, and 
heart circulation. Agreement on the following find- 
ings is now rather unanimous. 

As temperatures decrease, the following effects oc- 
cur:?7-31, 37,50-56 

1. Cardiac output decreases 

2. Mean arterial pressure decreases, as does 
blood pressure generally 

3. Stroke volume at 18 C is the same as at 35 C 

4. Coronary atrioventricular oxygen ratio is un- 
changed 

5. The incidence of fibrillation increases at tem- 
peratures below 29 C 

6. Cardiac standstill can be expected at about 
15 C 

7. Enzyme systems are neither destroyed nor 
their production prevented 

8. Electrocardiographic changes are variable; 
some hearts show no disturbance. The most common 
changes are delayed atrioventricular conduction and 
the appearance of a J (junction) deflection of the 
QRS complex and S-T segment 

9. Total circulatory occlusion is safe at tempera- 
tures between 28 and 30 C for a period of 8 to 10 
minutes 

10. Longer occlusion times are possible with 
lower temperatures or with supplemental extracor- 
poreal pump 

11. Cardiac muscle potassium loss on cooling is 
negligible. 

Many different technics have been recommended 
in an attempt to reduce the incidence of fibrillation 
because this is considered the chief danger in the 
use of refrigeration anesthesia. Hyperventilation, hy- 
poventilation, and ventilation with and without car- 
bon dioxide have all been advocated as methods of 
adjusting the pH of the blood and thus rendering the 
heart less susceptible to fibrillation. Infusion of the 
heart with chemicals (calcium gluconate, potassium 
ions, and so forth) and preoperative medications 
such as procaine amide have been used.**-*? Afronad 
given at 28 C, Prostigmin, and either thiogenol or 
pentobarbital have been reported to significantly re- 
duce the incidence of fibrillation. Lucas*® and Dun- 
dee and King** report that ventricular fibrillation 
during hypothermia is no longer a dangerous com- 
plication and is easily treated by cardiac massage 
and boosting the coronary circulation with an aortic 
transfusion. 


Respiratory effects ¢ As the temperature of the 
body drops, respiratory rate continues to diminish 
until complete cessation occurs at temperatures be- 
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low 28 C.? Respirations stop before the heart action 
and return first on rewarming.** The actual point of 
cessation of respirations depends on the type and 
amount of anesthetic and premedication used and 
on individual variation. Bronchodilation occurs, 
causing increased anatomic dead space. 

Pulmonary edema is the chief complication of hy- 
pothermia of the lungs. Walther (1862)* reported 
that the rabbits which he cooled died from pneu- 
monia, and Dill and Forbes (1941)* reported that 
artificial pO, was reduced as a consequence of pul- 
monary edema. Artificial respiration is the most 
effective way to prevent the effects of this problem, 
but in mice and rats which were cooled to almost 
zero centigrade selective chest rewarming with dia- 
thermia has been successful.***¢ 

Kaufman, Gavan, and Hill*’ reported no reduction 
of succinic dehydrogenase, cytochromic oxidase, or 
alkaline phosphatase in the heart, kidney, or liver of 
rats. They stated that the enzymes were neither de- 
stroyed nor was their production prevented, although 
probably their activity was reduced. 

With lowering of body temperature, these effects 
are 

1. Respiratory rate is decreased 

2. Oxygen consumption is lowered 

3. Oxygen dissociation curve shifts to the left; 
carbodioxide accumulation causes an acidosis, and 
then acidosis shifts the oxygen dissociation curve to 
the right. The resultant curve is normal® 

4, Oxygen consumption is zero at about 10 C. 


Neurologic effects * The application of cold to the 
skin produces a painful sensation which cannot al- 
ways be distinguished from stimulation of the nerve 
endings by heat. The continued application of heat 
persists in producing nervous responses interpreted 
by the brain as pain. The continued application of 
cold, however, causes a diminished sense of pain 
and eventually numbness. 

The anesthetic effect of cold was observed in the 
pain of intractable carcinoma.* One strange observa- 
tion which has not been thoroughly explained was 
the often long duration of the pain relief. Many of 
the patients of Smith and Fay were addicted to nar- 
cotics; however, after the body temperature was re- 
duced the pain would often remain quiescent for 
days or weeks, and the addiction was gone as well. 
Local anesthetic effects are due to the interruption of 
the nerve impulse.” 

Electroencephalographic changes are not typical 
of anoxia, but are probably related to delayed acetyl- 
choline breakdown. 

A diminution in the actual size of the brain and a 
lowering of the spinal fluid pressure occurs with hy- 
pothermia.” 

1. Local cold produces pain, then numbness 
12,28,37,70-75 

2. There is sufficient anesthesia at 28 C to elimi- 
nate the need for other anesthetic agents 

3. There is a reduction of the oxygen need of 
the brain. Occlusion for 8 to 10 minutes is possible 
at temperatures between 28 and 30 C and at least 45 
minutes at 9 C 
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4. Spinal fluid pressures are reduced 

5. Brain volume decreases. There is shrinkage 
of 5.5 per cent per degree, thus increasing the intra- 
cranial space not occupied by the brain to 31 per 
cent 

6. No residual central nervous system damage 
has been recorded. (Surgical clamping of arterial 
brain supply for too long a period may cause irre- 
versible changes, but the physiologic alterations of 
low temperatures have not been reported as a cause 
of central nervous system damage. ) 

7. Brain substance becomes firmer 

8. At 25 C brain oxygen uptake is approximately 
one third of normal 

9. At 25 C afferent nerves have a higher thresh- 
old to stimulation, but the action potentials when 
evoked are increased in amplitude and in duration 

10. There is an aggravation of certain types of 
neural seizures. 


Effects on kidneys * At the present time most of 
the kidney research concerning the effect of hypo- 
thermia has been done on dogs. Kovacs** found that 
if one kidney was removed the remaining kidney’s 
blood supply could be ligated for 6 hours with the 
following results: 
No cooling 100 per cent mortality 
Local cooling to 20 to25C per cent survival 
Local cooling tol10to15C 80 per cent survival 
Local cooling to Oto 5C 100 per cent survival 
During cooling the kidney was wrapped in a spe- 
cial plastic container. This experiment demonstrated 
the protection to animal and to the kidney afforded 
by hypothermia when the kidneys cannot function. 
Selective changes appear in the kidney during gen- 
eral 
1. Glomerular fitration rate is reduced 
2. There is no change in total urine flow when 
temperatures are above 26 C 
3. Less filtered water is resorbed 
4, Proximal tubular function is not depressed 
above 20 C 
5. Distal tubular function is greatly reduced 
above 20 C 
6. Sodium resorption is inhibited 
7. Exogenous creatinine clearance is reduced. 
Hypothermia affects renal function in two ways, 
according to Kanter:* first, physically, as a result 
of the lowered blood pressure and the other cardio- 
vascular effects; and second, the low temperatures 
affect the resorptive ability of the tubules. Kanter 
refers to the second effect as a chemical change. 


Use of hypothermia in shock 


Experimentally, hypothermia is valuable in pre- 
venting the lethal effects of shock caused by surgical 
operation or blood loss, and refrigeration anesthesia 
has successfully been used in the aged,’ in infants,”? 
and for severe burns. European authors”***:** report 
cooling is effective in preventing postoperative shock. 

Controversy exists concerning the use of hypother- 
mia in conditions where shock is already present, al- 
though it has been advocated for myocardial infarc- 


730 


tion complicated by shock and embolic conditions 
such as pulmonary, cerebral, or peripheral.*:* 
Surgical and traumatic shock are similar since each 
represents the summative effect of several factors: 
primary shock (pain), anesthesia, infection, and 
blood loss.**:** Moore*’ describes four kinds of shock 
which all produce anoxia of vital tissues and “lead 
down the common pathway to death.” In the central 
nervous system, Moore notes, clinical changes are 
obvious before quantitative changes are measurable. 
All who have used an ice bag on the abdomen for 
acute appendiceal pain or who have sprayed ethyl 
chloride on the skin know that local cold is an anes- 
thetic. General body cooling under 28 or 30 C “ne- 
gates the need for further anesthetic agents.”** This 
anesthetic effect stops the nerve impulses and re- 
duces the effect of primary shock on the body. 
Work comparing the shock effect of anesthesia 
using ether, cyclopropane, nitrous oxide, Pentothal 
sodium, and curare with the shock effect of hypo- 
thermia was done by Hume, Egdahl, and Nelson.** 
They reported that ether led the list in causing a 
rise in serum corticosteroids, while in contrast, induc- 
tion of hypothermia under anesthesia did not act at 
any time as a stimulant to pituitary-adrenal secre- 
tion. Previous work has related 17-hydroxycortico- 
steroid secretion to trauma.** Overton and DeBakey” 
recommend the combined use of hypothermia with 
chlorpromazine as the most effective way to prevent 
irreversibility or hemorrhagic shock. Traumatic shock 
in normothermic animals severely impairs the anti- 
bacterial defense.*! Precooling minimizes the dam- 
age to the defense mechanism during hemorrhagic 
shock, and cooling achieves the same kind of protec- 
tion as prophylactic antibiotics.°»* 
Cryotherapy’s effect on shock is summarized as fol- 
lows: 82-98 
1. Local or general cooling produces an anes- 
thetic effect, thereby eliminating primary shock 
2. Hypothermia causes less adrenal-cortical re- 
sponse than other anesthetics 
3. The effect of blood loss on precooled animals 
is less than in normothermia 
4. The bacterial effect of hemorrhagic shock is 
reduced by cooling 
5. All organs, especially the brain, heart, kid- 
neys, and liver, are protected against the anoxic ef- 
fect of shock 
6. Elaboration of toxic substances from the 
anoxic liver or kidney is prevented 
7. Hypothermia modifies anaphylactic shock. 


Duration and depth of cooling 


Smith and Fay* report cooling patients to 85 to 90 
F (approximately 32 C) for intermittent periods to- 
taling over 300 hours. Mueller®t has used hypother- 
mia for as long as 3 weeks at temperatures of 90 to 
92 F. Refrigeration, but not true hypothermia (pa- 
tients were cooled from hyperpyrexic conditions to 
normal) was used for as long as 42 days in critically 
ill patients who survived. 

Eighteen cases of decerebrate rigidity, usually a 
hopeless condition, were treated by cryotherapy with 


ten survivals. One patient was kept cooled at 31 to 
32 C for 35 days.’* 

Niazi and Lewis*’ have successfully cooled a 51- 
year-old woman to 9 C. They reported that cardiac 
standstill persisted for 45 minutes. The patient re- 
covered without neurologic damage. 

Allen,’ and later Crossman,” reported the benefi- 
cial effects of local cooling of limbs prior to amputa- 
tion. Greene” reported that he froze the leg of a cat 
to the point that it produced a ringing sound when 
struck. Both cat and leg survived without tissue loss. 


Summary 


The use of hypothermia is increasing in surgery, 
anesthesia, and therapy. 

The changes in some phases of physiology which 
occur when the body is cooled have been reviewed 
and summarized. Mention is made of possible appli- 
cations of these changes in treatment. 

Hypothermia has been proved a safe method in 
treatment of a variety of conditions. It has been suc- 
cessfully used in cardiac and neurologic, pediatric 
and geriatric surgical conditions. 

A representative bibliography has been compiled 
to provide a quick but not a complete reference for 
research, and to study the rationale for present and 


future uses of hypothermia. 
Covina Medical-Dental Bldg., 646 W. San Bernardino Rd. 
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and MILLARD BASS, D.O.,* Philadelphia, Penn- 
sylvania 


The understanding of disease is conventionally based 
on a correlation between functional disturbance 
and structural alteration, the osteopathic concept. 
The purpose of this paper is to correlate the liver 
findings at autopsy with the involved manifestations 
of the disease process as noted in the clinical findings 
and laboratory reports. One hundred consecutive 
cases are reviewed from the autopsy files of a 240- 
bed general hospital. In this paper a brief statistical 
review of the cases is given and an attempt is made 
to determine the frequency of hepatic disease in re- 
lation to the presented clinical picture. 


Dr. Price is an associate in the Department of Internal Medicine, and 
Dr. Bass is a second-year medical resident at the Metropolitan Hospital, 
Philadelphia. 
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The observations reported herein were made on 
the autopsy reports of 58 males and 42 females. Of 
the 100 cases reviewed the youngest patient was 17 
years of age and the oldest 80. The average age of 
death for the 100 cases was 61 years. 

The average weight of the liver at postmortem 
examination was found to be 1,990 grams. This is 
above the normal average liver weight which ranges 
from 1,300 to 1,600 grams. In this report, the range 
of liver weight was from 900 to 7,350 grams, the lat- 
ter being the result of extreme and profound meta- 
static neoplasm. In this case the liver was so large 
that it extended from one lateral wall of the ab- 
domen to the other. 

The most common report of liver disorder was 
fatty metamorphosis, which was noted in 71 cases. 
According to Boyd,’ fatty metamorphosis is caused 
by overburdening of an otherwise normal cell with 
excess fat. Anything that interferes with the health 


of the liver cells will prevent the fat carried to them 
from being utilized, so that it will appear as small or 
large droplets. 

Next to fatty metamorphosis, the most common 
finding was hepatic congestion, reported in 69 cases. 
The liver is reported to be the most frequent organ 
in the body to show congestion. From the stand- 
point of hemodynamics, when there is any back 
pressure on the venous circulation, it is the hepatic 
vein which is primarily affected since it opens di- 
rectly into the right auricle. 

The most common cause of death was related to 
cardiac disorders; 25 cases are included in this cate- 
gory. There were 12 cases of congestive heart failure, 
9 cases of acute myocardial infarction, 2 cases of 
hemopericardium with cardiac tamponade following 
acute myocardial infarction, 1 case of acute bacterial 
endocarditis in a patient with advanced mitral heart 
disease, and 1 case of severe coronary artery insuf- 
ficiency without infarction. Each of the 25 cardiac 
deaths had some congestion of the liver observed 
at necropsy. Lichtman? points out that latent jaundice 
is usually present with hepatic engorgement; yet of 
the 25 cardiac deaths in this report, jaundice was 
noted in only one case. The reason for failure to 
detect mild jaundice in cases of advanced degrees 
of heart failure is that it is frequently masked by 
cyanosis.* 

It is well known that liver enlargement is fre- 
quently a clinical feature of diabetes mellitus. Hans- 
sen* has reported that the highest incidence of 
hepatomegaly has been observed in patients with 
juvenile diabetes or those in acidosis. One of our 
autopsy cases, a 17-year-old male who died in severe 
diabetic acidosis, was found to have an enlarged 
liver weighing 2,150 grams. The pathology report 
noted that the liver was soft and boggy and that the 
surface was covered with yellowish patches. On 
cut section the parenchyma was friable and demon- 
strated a definite yellowish cast. Microscopic ex- 
amination revealed fatty infiltration and hepatic 
congestion. 

Many versions of why hepatomegaly occurs in dia- 
betes mellitus have been given: Fatty metamorpho- 
sis, avitaminosis, altered glycogen deposition, or 
electrolyte imbalance; yet the basic metabolic func- 
tion of the liver in diabetes mellitus remains a puzzle. 

The liver is involved by metastatic carcinoma 
more often than any other organ. Hepatic metastases 
are found in approximately one third of all malig- 
nancies. The affinity of metastatic malignancy for 
hepatic tissue has been attributed to the peculiar 
blood supply to the liver, which is a double circu- 
lation. A second important factor is abundant lym- 
phatic supply to the liver from adjacent organs. 

In our study, there were 17 cases of hepatic 
metastasis. Carcinoma of the lung and mediastinum 
with metastasis was as common as metastasizing 
adenocarcinoma of the gastrointestinal tract, with 7 
cases in each group. Of the 7 cases of pulmonary 
malignancy, 6 were metastatic to the liver. The 
one case that did not spread to the liver was a sar- 
coma, considered to be mediastinal in origin, with 
metastasis to the lung. 
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Other primary sites with hepatic spread were 
2 cases of adenocarcinoma of the pancreas and 1 
case of myelogenous leukemia with liver infiltration. 
One case was reported as primary malignancy of the 
liver, an angiosarcoma. 

In this report all malignancies involving the liver 
demonstrate nodular involvement of the hepatic 
surface, With this in view, in a patient who has 
vague and obscure complaints, one cannot neglect 
the implications of palpating a nodular liver. One 
atypical case was that of a 71-year-old woman with 
metastatic oat cell carcinoma of the lung. Her liver 
was described as being smooth, dome-shaped, and 
displaying in one area a dimpled, umbilicated nodu- 
lar lesion. On cross section, many nodules were seen 
scattered through the parenchyma. 

At least 50 to 60 per cent of patients with pul- 
monary tuberculosis develop tubercles of the liver. 
Saphir’ found tuberculosis of the liver in at least 
80 to 100 cases of chronic ulcerative pulmonary tu- 
berculosis. The liver is fatty in a high proportion of 
individuals who die of tuberculosis.* Ullom’ has re- 
ported that passive congestion of the liver in fatal 
cases of tuberculosis was present in 94 per cent of 
cases. He attributed this to right-sided heart failure, 
secondary to advanced pulmonary disease. Mild 
jaundice is said to occur in 80 per cent of patients 
with chronic tuberculosis.* A friction rub, due to the 
presence of many tubercles in the liver capsule, has 
been detected as an uncommon physical finding. 

One patient in our series, a 63-year-old woman, 
died of pulmonary tuberculosis. Her liver weighed 
1,140 grams. Acute and passive congestion was 
present with centrolobular necrosis, and there were 
many adhesions on the roughened surface. Special 
staining technics were not used. However, tubercu- 
losis of the liver may be missed unless the tissue is 
stained for tubercle bacilli. 

Hepatic infarcts were an unusual finding in a 39- 
year-old woman who died of cerebral hemorrhage. 
Two years before her death, a diagnosis of thrombo- 
cytopenic purpura was made and a splenectomy per- 
formed. At autopsy the pathologic report of the liver 
was that of marked fatty metamorphosis with early 
portal cirrhosis and multiple infarcts. It was thought 
that these infarcts were agonal in occurrence and 
followed a prolonged episode of severe hypotension. 

The reason for the rarity of true infarcts is that 
the liver has a double blood supply from the hepatic 
artery and the portal vein. The chief cause of hepatic 
infarct of the liver has been described in two very 
rare conditions, embolism of the hepatic artery and 
periarteritis nodosa affecting that vessel. Pseudo- 
infarcts of the liver are found much more commonly. 

In bacterial endocarditis, the liver may show focal 
necrosis with surrounding polymorphonuclear infil- 
tration. This is presumed to be due to the showers 
of emboli coming from cardiac vegetations. Con- 
gestion of the liver is said to be unusual unless the 
patient is in failure. Cardiac cirrhosis associated 
with bacterial endocarditis is rare. 

In our review, a case of acute bacterial endocardi- 
tis was seen in a 39-year-old woman who had a past 
history of rheumatic fever. On necropsy her liver 
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was enlarged, weighing 2,230 grams. Fatty meta- 
morphosis was noted; emboli were not detected. 

Hemochromatosis is another systemic disease with 
the liver as a target organ. In our 100-case review, 
there were two cases of hemochromatosis, one pri- 
mary and the other secondary. Primary hemochro- 
matosis was observed in a 5l-year-old man with 
diabetes and cirrhosis as was determined by needle 
biopsy of the liver. The biopsy as obtained by the 
needle method and prepared with the routine stain- 
ing technic failed to demonstrate hemosiderin de- 
posits. However, sections of the liver obtained at 
autopsy, 1 month after needle biopsy, presented a 
picture of widespread hemosiderin deposits. The 
failure to detect these deposits on needle biopsy may 
have been due to lack of special staining technic. 

The other case of hemochromatosis, secondary in 
classification, was found in a 55-year-old man who 
died of an acute exacerbation of chronic granulo- 
cytic leukemia. The liver was markedly enlarged, 
weighing 4,110 grams. This man had a past history 
of multiple blood transfusions for leukemic anemia. 
It has been shown that transfusions merely play an 
aggravating role and that the disease was actively 
present before treatment.° 


Summary 


In this paper we have discussed the liver in rela- 
tion to other organs and have attempted to correlate 
pathologic physiology of systemic disease with the 


J. PAUL LEONARD, D.O., F.A.C.O.S., Detroit, 
Michigan 


The problem of the stiff and painful shoulder has re- 
ceived a great deal of attention since the work early 
in this century by Dr. E. A. Codman. His text, The 
Shoulder,' was published in 1934; this brought to the 
attention of the profession many of the complex 
problems connected with this part of the body and 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Los Angeles, October 25, 1959. 


734 


Nonoperative care of 


the stiff and painful shoulder* 


changes in liver morphology as observed at necropsy. 
Significant hepatic pathologic change was encoun- 
tered in a large number of unrelated disorders. These 
include cardiac failure, neoplasms, leukemia, tuber- 
culosis, diabetes mellitus, bacterial endocarditis, 
thrombocytopenic purpura, and hemochromatosis. 
In health and disease, the liver takes a central role. - 
This report on 100 autopsy cases focuses upon and 
gives emphasis to the frequent involvement of the 
liver in systemic disorders. The increasing importance 
of the liver in clinical medicine has led to an ever- 
expanding interest in the study of this organ. Even 
though new diagnostic tools for liver evaluation 
have opened new horizons for what were hitherto 
obscure clinical problems, there is still a great need 
for the physician to be “liver conscious,” because im- 
portant clues in the diagnosis of obscure systemic 
disease may be mirrored by hepatic dysfunction. 

1. Boyd, W.: Textbook of pathology; introduction to medicine. Ed. 
4. Lea & Febiger, Philadelphia, 1943. 

2. Lichtman, S. S.: Diseases of liver, gallbladder and bile ducts. 
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6. Jones, J. M., and Peck, 4 bene Incidence of fatty liver in tuber- 
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8. Schiff, L., ed.: Diseases of liver. J. B. Lippincott Co., Philadel- 
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stimulated a continuous study of the area which has 
persisted since that time. Even with all this study, 
Codman’s statement that the shoulder is “difficult to 
define, difficult to treat, and difficult to explain from 
the point of view of pathology” is just as true today 
as when it was first written. 


Anatomy 


The shoulder may be considered to include the 
area from the sternoclavicular joint lateral to the 
acromion and distal to the insertion of the deltoid. 
If an imaginary line is drawn from the insertion of 


the deltoid to the sternoclavicular joint, the triangu- 
lar area thus formed will include the sites of dis- 
orders to be discussed in this paper. 

Looking down on this area from above, the 
scalenus musculature can be visualized as divided 
into three parts: the trapezius, the clavicle, and the 
acromion. The same area viewed from the posterior 
gives a better view of the trapezius and includes the 
scapula. Anteriorly the relationship of the pectoralis 
minor and deltoid can be visualized, as can the bony 
structure.” 

It is interesting to note that the arm has a very 
insecure bony relationship with the skeletal frame- 
work. This attachment is by way of the clavicle and 
acromion to the humerus, and is maintained by mus- 
cular and ligamentous structures. 

When it is realized that the arm was intended to 
have a pendulumlike motion, one can understand the 
necessity for having normal musculature and ade- 
quate circulation maintained continuously, although 
in most occupations the arm acts more as a lever 
than as a true pendulum. 

This necessity for free motion points up the im- 
portance of the deltoid in arm abduction, and of the 
rotator cuff. This cuff is made up of the subscapu- 
laris, supraspinatus, and infraspinatus muscles, sup- 
ported by the teres minor, trapezius, pectoralis minor, 
and other muscles. It is 50 per cent ligamentous in 
its distal portion as it passes beneath the distal end 
of the clavicle and the acromion to its attachment 
on the head and neck of the humerus. 

It has been established that the rotator cuff begins 
to degenerate in varying degrees from about age 35, 
this degeneration depending upon such factors as the 
efficiency of the circulation prior to this age, the 
individual's occupation, and his state of general 
health. Withers* reported the results of 95 dissec- 
tions of the rotator cuff, in which the degree of de- 
generative changes in various age groups were found 
to be as follows: 

Ages 17 to 40: there were very few degenerative 
changes 

Ages 40 to 56: 25 per cent of subjects showed de- 
generative changes 

Ages 56 to 76: 39 per cent showed degenerative 
changes 

Ages 76 to 86: 50 per cent showed varying degrees 
of degeneration. 

As previously mentioned, the active occupation of 
the individual determines to a large degree the 
amount of circulation to the rotator cuff; the better 
the circulation in the earlier years of life, the less 
degenerative changes can be anticipated as age ad- 
vances. To illustrate, an individual whose occupation 
requires that his arm be maintained above the 90- 
degree level of abduction would develop and main- 
tain a more efficient circulation than one whose 
occupation allowed his arm to remain below this 
level. The first individual would likely have less de- 
generative changes after age 35. 

The capsule of the shoulder joint plays a most im- 
portant part in pathologic changes of this area. It is 
closely associated with the rotator cuff and complete- 
ly surrounds the head of the humerus, with its 
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attachment being at or very near the rim of the 
glenoid. 

The main nerve supply to the shoulder joint orig- 
inates from the nerve roots of the fifth cervical 
through the first dorsal levels. A portion of the 
nerve supply to the subclavian area, the acromion, 
and the upper half of the deltoid, in the interclavicu- 
lar region is supplied by the subclavicular nerves 
which arise from the third and fourth cervical roots. 
However, the major nerve supply is from the roots 
of the fifth cervical through the first dorsal levels, 
which make up the brachial plexus. 

The shoulder joint has many bursae, whose main 
function seems to be to lubricate points of friction; 
a bursa can develop in any area where there is con-: 
tinued minor irritation over a long period. A bursa 
has a roof and a base, and the material within the 
bursa moves between these two structures. Inflam- 
mation and pressure within this bursal sac cause the 
acute pain typical of these lesions. 

The main bursae about the shoulder joint are the 
subdeltoid and the subcoracoid; some authorities 
claim that the subacromial bursa is a separate entity 
although it could be thought of in combination with 
the subdeltoid. Codman!' contends that all of these 
bursae are actually one. It is unimportant for the 
clinician to attempt to subdivide them except in an 
effort to located acute areas of irritation; I would 
consider them collectively as a major source of 
shoulder disorders. 


Diagnosis and treatment 


The injuries which are usually sustained in the 
shoulder joint can be divided into the acute traumas, 
which include fractures of the clavicle, scapula, and 
the head or neck of the humerus; anterior or posteri- 
or dislocation of the shoulder joint; and acromio- 
clavicular and sternoclavicular separations. Direct 
trauma is either a result of a fall directly on the 
shoulder, a fall on the partially abducted arm which 
is transmitted to the shoulder joint, or a traction type 
of lesion in which the head is forced to the opposite 
side of the affected shoulder. In the last type of 
injury a major portion of the strain is through the 
cervical dorsal juncture, and the possibility of neuro- 
logic involvement must be considered. 

Indirect traumas to the shoulder joint, which cause 
varying degrees of damage to the rotator cuff and 
surrounding areas, are in three main divisions. How- 
ever, before assigning one of these pathologic condi- 
tions as a diagnosis, a detailed history must be taken 
which will explore the possibilities of each patient’s 
age, occupation, pertinent family history, condition 
of general health, whether he is right- or left-handed, 
and his past history of traumas, as well as the type 
of any injury sustained at the time of examination. 

Also, it is necessary to perform a painstaking physi- 
cal examination at which time both shoulders should 
be visualized and the patient’s normal function es- 
tablished. In nearly all cases one shoulder will have 
normal function, and the affected shoulder will have 
varying degrees of lessened function, either with or 
without pain. If the normal can be visualized, the 
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abnormal becomes very apparent. This examination 
should also determine limited function, neurologic 
abnormalities, areas of acute tenderness, resistance 
exercises of the two extremities, and the endurance 
of strength of both shoulders for comparison. 

A comparison of the individual’s normal with his 
abnormal, with proper consideration of the history 
previously filled out, will give at least a tentative 
working diagnosis which should be verified with 
diagnostic x-ray studies of the shoulder including, 
when necessary, an arthagram. This was originally 
introduced by Codman’ and for many years was 
considered inefficient; however, with recent intro- 
duction of more favorable contrast media it can and 
should be an important phase of differential diag- 
nosis, particularly when rotator cuff trauma is sus- 
pected. 

In cases where the clinical impression suggests 
such systemic derangements as arthritis, either the 
hypertrophic or atrophic, cardiac disorders, either 
functional or organic, or hepatic lesions, surveys in 
accordance with individual needs must be made to 
substantiate clinical impressions and establish a firm 
diagnosis. 

The following must be borne in mind in connec- 
tion with differential diagnosis: the close approxi- 
mation of the cervical dorsal juncture to the shoulder 
joint, the frequency of hypertrophic osteoarthritis of 
this area; the occasional extradural displacing lesion 
of the low cervical area; the possibility of a scalenus 
syndrome which may reveal, with radiographic eval- 
uation, bony abnormalities such as a cervical rib; 
the irritation encountered with a fusion of two cervi- 
cal vertebrae; and many other occasional bony dis- 
orders in the low cervical and upper dorsal spine. 


Treatment 


In connection with irritations to the shoulder 
girdle, I favor careful diagnosis of the extradural dis- 
placing lesion of the low cervical area, and in all in- 
stances use a conservative approach, which usually 
means cervical traction followed with a supportive 
brace or collar. My personal experience with surgi- 
cal intervention in low cervical disks has not been 
too favorable. 

Also, a high degree of pain relief has been attained 
by use of limited motion and x-ray therapy to the 
hypertrophic osteoarthritic syndrome of the low cer- 
vical area and cervical dorsal juncture, associated 
with varying degrees of limitation of motion, cervical 
traction, local heat, and so forth, and at a later date 
rehabilitative measures according to the individual 
problem. 

Time will not permit a detailed discussion of the 
previously mentioned direct traumas, which include 
the fractures and dislocations. However, following 
the application of necessary immobilization, regard- 
less of whether the surgical or nonsurgical approach 
is indicated, the possibility of limited motion of the 
shoulder joint must be considered. Post-traumatic 
capsulitis, osteoporosis from disuse following frac- 
ture or dislocation, and post-traumatic nerve injury 
are a few of the possibilities. 
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Proper diagnosis and treatment 
of the stiff and painful shoulder 
must include establishing 
the clinical impression by 
examination, which impression must 
be verified by diagnostic aids, 
and the application of 


conservative therapy as indicated 


In the indirect traumas, which are the field of 
major consideration at this time, the three most com- 
mon conditions are: 

1. Calcification of the tendons about the shoul- 
der joint 

2. Bicep tendonitis 

3. Frozen shoulder. 


Calcification of the tendons of the shoulder 
joint * This condition is not produced by one severe 
trauma but rather by minimal traumas over a long 
period. Calcification may vary from a minor fleck 
along the sheath of a tendon to a large mass or mul- 
tiple masses located in the area, in any one place 
up to 2 cm. in diameter. I have seen cases where 
a single mass was even larger than 2 cm. 

Most of these conditions require immediate treat- 
ment for relief of the very acute pain. The minor 
cases, if given rest and immobilization, usually will 
clear up of their own accord. Others have to be re- 
lieved by one of several technics. A nonoperative 
method which has received much comment is aspira- 
tion of the material within these bursae and irrigation 
with a normal saline solution, the so-called two- 
needle technic. Possibly it is an individual matter, 
but I have never been favorably impressed with this 
procedure. Rupture of a bursa will almost always 
relieve the acute pain, but I hesitate to do this rou- 
tinely since it does complicate the picture if surgical 
intervention is necessary at a later date. 

My treatment of choice for many years has been 
immobilization of the arm and use of roentgen ray 
therapy; with this method there has been a high 
percentage of successful results. If one or two cycles 
of therapy do not relieve the calcification, surgical 
intervention is recommended, although the possibil- 
ity of the two-needle technic should be considered 
before deciding on operation. 

It is interesting to note that 33 per cent of pa- 
tients with this type of painful shoulder have varying 
degrees of calcium deposit present. These deposits 
may also be present while the patient is pain-free, 
the condition being discovered quite accidentally 
while radiographic studies are being made for some 


other condition. They may remain pain-free for 
months or even years and suddenly, with no appar- 
ent cause, an acute pain syndrome will develop. 

Once the calcium deposits have disappeared com- 
pletely, recurrence in the same patient is rare. I 
have not seen a case in which a so-called frozen 
shoulder has developed following relief of a calcified 
— This is also the observation of other orthope- 

ists. 

Recently I had the opportunity of hearing Drs. 
Otto E. Aufranc and Carter R. Rowe of Boston dis- 
cuss this condition. They stated that very few people 
who routinely use their arms above the level of the 
shoulder, in their daily occupations, develop calcified 
bursitis. The explanation was that individuals with 
regular activity maintain an exceptionally good vas- 
cularity of the entire area. 

For a therapeutic approach to these calcified bur- 
sae they recommend rest and immobilization of the 
arm to the body. They use a Novocain injection and 
puncture of the bursa, which in most instances will 
very rapidly relieve the acute pain syndrome, and 
the two-needle technic in which the bursa is aspirat- 
ed and irrigated with normal saline. If cortisone is 
used at all, and they recommend it rarely, it is used 
in accordance with this type of therapeutic approach. 

Where calcified bursae are large and massive, 
approximately 1% cm. in diameter, it is generally 
agreed that surgical intervention is indicated. I am 
of the opinion that operation should be recommend- 
ed when it is much smaller than 1% cm. 

I think it is safe to assume that the older the 
calcium deposit, the thicker the material within the 
bursa and the less possibility of successful results 
with palliative therapy. These measures are either 
rest, or rest plus x-irradiation, or an effort to irrigate 
the bursa by means of the two-needle technic. My 
therapeutic approach is the use of rest and x-ray 
therapy for one or two cycles, and if relief of pain 
is not complete, surgical intervention is recommend- 
ed. This leaves a possibility of one or two additional 
cycles of x-ray therapy following surgical interven- 
tion if needed. 


Biceps tendonitis * This is an inflammatory condi- 
tion which responds well to rest and local infiltration 
of hydrocortisone. Extension and external rotation 
of the shoulder joint are prevented in order to give 
pain relief in as short a time as possible. It is recom- 
mended that the arm be immobilized to the body at 
night so that there will not be excessive motion of 
the shoulder joint. 

The amount of time needed for convalescence 
varies with the general condition of the patient, but 
it usually is not of long duration. 


Frozen shoulder * This is really a pericapsulitis 
or a periarthritis, and is an acute inflammatory con- 
dition. Many physicians state that it will clear spon- 
taneously, but my experience has not been this fortu- 
nate. I like to think of the disorder as having three 
phases. The first is known as the freezing stage, and 
is the time when inflammation is at its peak. During 
this stage immobilization or at least limited motion 
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is recommended, and the use of ice packs and at 
least partial rest are necessary. This stage usually 
lasts 3 to 4 months. 

In the second stage, inflammation has receded 
somewhat, acute pain usually lessens, and movement 
of the shoulder joint is at its least. This “frozen 
stage” is reported to be 4 to 6 months in duration, 
or longer in many cases. 

In this stage I usually check these shoulders and 
manipulate them conservatively under anesthesia, 
not insisting on full motion with the first manipula- 
tion. Following these manipulations it is advisable 
to abduct the arm to about 90 degrees or more if 
possible and maintain it in a balanced traction. The 
manipulation is repeated if needed. The objective 
of these treatments is to establish motion in the 
shoulder joint without serious tearing or trauma to 
the joint, which will increase the inflammatory reac- 
tion and predispose to more adhesive capsulitis at a 
later date. 

Following manipulation, the use of Alidase, Neo- 
Cortef, or Novocain is often recommended. Also, 
the use of hot magnesium sulfate packs has merit in 
this stage. As soon as possible a rehabilitation exer- 
cise program is instituted, which program must be 
under supervision. The exercises should be done 
daily and should include abduction and circumduc- 
tion exercises of the arm. The use of local heat and 
manipulative therapy to the dorsal spine, and the 
improvement of posture of the dorsal spine, all aid 
materially in improving the circulation and normal 
function of the shoulder joint. 

In the third, or “thawing out” stage, the use of 
heat and exercise is continued in addition to the 
manipulative therapy previously mentioned. The 
use of muscle contractures, hydrotherapy, and other 
modalities of physiotherapy should be included; this 
is the rehabilitation stage, and it is necessary to use 
all possible means if normal function is to be re- 
stored. Unless the function of the shoulder is im- 
proving in this stage, it will return to its previous 
pathologic state of limited motion with varying de- 
grees of discomfort. 

In all of these shoulder disabilities, particularly the 
so-called frozen shoulder, a sympathetic and under- 
standing attitude on the part of the physician is nec- 
essary. In many of these cases psychologic and psy- 
chosomatic therapy is indicated if we are to discharge 
our full obligation to these patients. I am of the 
opinion that the degree of success is materially in- 
creased with this type of therapy. 

In the more resistant cases, such as the periarthritic 
type of frozen shoulder, surgical intervention may 
seem advisable; however, I am of the opinion that 
a balanced traction and suspension rehabilitation 
program will in time give a better degree of shoulder 
function than surgical intervention. Also, in this par- 
ticular type of condition I feel that a moderate 
amount of roentgen therapy has a distinct advantage. 


Summary 


Proper diagnosis and treatment of the stiff and 
painful shoulder must include establishing the clini- 
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cal impression by examination, which impression 
must be verified by diagnostic aids, and the applica- 
tion of conservative therapy as indicated. In nearly 
all conditions, this must be followed with a system- 
atic and supervised rehabilitation program if these 
patients are to return pain-free to their customary 
occupations. A thorough understanding of the pa- 
tient’s entire system is essential. The percentage of 
cases in which surgical intervention is recommended 
should be held to a minimum. —_.2673 W. Grand Bled. 
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Discussion 


JAMES C. BOLIN, JR., D.O., Kansas City, Missouri 


When discussing pain or stiffness of the involved 
shoulder joint, a “multitude of sins” must be ruled 
out before an adequate diagnosis can be given. We 
are all familiar with various syndromes which pro- 
duce shoulder pain. However, I think it wise to re- 
view these, if for nothing more than to appreciate 
the great expanse of the subject. 

Of course there are the hyperabduction syndrome, 
the costal clavicular syndrome, the cervical rib, and 
the scalenus anticus syndrome. Then, as Turek’ has 
done, these may be classified further into those 
symptoms which produce pain and stiffness in the 
shoulder and arm. Once more there would be the 
hyperabduction syndrome, the cervical rib syndrome, 
the scalenus anticus syndrome, the costuclavicular 
syndrome, the sclerodactylia associated with myo- 
cardial ischemia, Raynaud’s phenomenon, and the 
various neurovascular syndromes. There are also 
cervical dorsal scoliosis, arthritis, post-traumatic or 
postpolio defects and poor posture, pernio migratory 
thrombophlebitis, primary axillary venous thrombo- 
sis, diffuse vasculitis, sympathetic dystrophy, post- 
traumatic osteoporosis, posthemiplegia dystrophies, 
causalgia, herniated nucleus pulposus, peripheral 
neuritis, syringomyelia, crutch paralysis, cord tumors, 
and miscellaneous osteoarthritides and myofascitides. 
We may also encounter dermatomyositis, nodular 
panniculitis, subdeltoid bursitis, and calcium de- 
posits in the tendons in and around the shoulder 
joint. These are just a few of the pathologic entities 
which can cause involvement around the shoulder 
joint, giving a painful or stiff shoulder. 

I think that the essential diagnosis should defi- 
nitely be kept in mind in dealing with this kind of 
entity. It must be realized that we may be dealing 
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with an acute peptic ulcer. As is well known, quite 
frequently these patients will also be bothered by a 
consistently painful shoulder. Unless a differential 
diagnosis is carried out, we may find ourselves in the 
rather embarrassing position of treating a nonexist- 
ent lesion of the shoulder joint. 

Differential diagnosis many times is not too dif_i- 
cult if one keeps in mind certain neurologic consid- 
erations. Pain from a nerve root irritation or a nerve 
trunk is referred to a point along the segmental dis- 
tribution of that nerve root or trunk, distal to the 
source of irritation. Such areas of referred pain are 
accompanied by deep tenderness and muscle spasm. 
If a nerve itself or a branch of the nerve is irritated, 
the pain may be referred to the periphery, either 
proximal or distal to the site at which it occurred, 
but the painful areas are not tender to deep palpa- 
tion. Pain which originates in the somatic or visceral 
structures may be referred along the segmental dis- 
tribution of the nerve or contiguous nerves which 
supply that structure. But these areas of referred 
pain are not tender on deep palpation. 

If there is any doubt of the differential diagnosis, 
a simple procaine injection test, if properly done, 
will usually dispel that doubt. Injection with a local 
anesthetic in the myalgic area resulting from a cervi- 
cal nerve root irritation will produce a momentary 
radicular pain, then give relief for several days on 
many occasions. A local anesthetic injected into the 
painful area where there is no associated deep ten- 
derness will give fleeting relief of pain in that area, 
and there will be no reproduction or radicular pain 
at the time of injection. Using this test will often 
help in differential diagnosis of the stiff and painful 
shoulder.” 

I was very much interested in Dr. Leonard’s discus- 
sion on the relationship to injuries to the cervical 
spine with reference to shoulder pain, and in his 
treatment of calcified bursitis. It is interesting to note 
that Dr. Ruth Jackson? has found that 8 per cent of 
patients who have mechanical derangements of the 
cervical spine, with cervical nerve root irritation, 
show calcareous deposits in the musculotendinous 
cuff. I have not found this to be true in my work; 
however, I as yet have not reviewed a sufficient num- 
ber of cases to agree or disagree with her concerning 
this. I have noted in my series of whiplash injury 
cases that those who do have a stated reversal of 
curvature will also have prolonged symptoms and 
pain in the shoulder joints. 

Another common entity which may produce a 
painful shoulder is that of the acromioclavicular 
joint. This can often be diagnosed by having the 
patient externally rotate the humeri with the elbows 
flexed. A lessening on rotation is noted on the in- 
volved side. This condition can usually be corrected 
by placing the hand of the involved extremity to the 
opposite shoulder, then cupping the patient’s elbow 
in your hand and giving a quick upper thrust. The 
motion of external rotation of the humeri is tested 
again, and a definite increase in motion can be seen. 

It also would be well to mention scapulothoracic 
bursitis. Although the scapulothoracic junction is 
not a joint, movement between the scapula and the 


thoracic wall is greater than that of many joints in 
the body. A bursa may develop and cause consider- 
able pain and annoyance by crepitation and limita- 
tion of shoulder movement. Scapular crepitation, 
breaking, or snapping occurs when the shoulder 
girdle is moved, causing friction between the scapula 
and the chest wall. It may produce a loud snap or 
a soft or fine grating. It is usually found in round- 
shouldered persons. The scapulae have grown too 
curved during childhood for the forward position of 
the shoulder and are often bent enough so that the 
superior angle is hooked forward. This rubs back 
and forth over the chest walls, producing thickening 
of the bursae. Nonoperative treatment consists of 
rest, local applications, physiotherapy, and support, 
including plaster of paris, airplane splints, Taylor 
spine brace, and the Funsten brace. Operations per- 
formed on the scapula include incision, curettage, 
anchorage of the scapula, and arthrodesis of the 
shoulder.* 

In dealing with this entity, we must also keep in 
mind the scapulocostal syndrome of adults with 
round shoulders and a drooping shoulder girdle. 
There may be pain in the back of the neck, but the 
main complaint usually is a deep shoulder pain, and 
a definite trigger-point may be found beneath the 
upper medial angle of the scapula. The scapulo- 
costal syndrome is a clinical entity which may simu- 
late a wide variety of conditions. Thirty per cent of 
all individuals in the middle-aged group who pre- 
sented shoulder complaints, either traumatic or non- 
traumatic, have been found to have the scapulo- 
costal syndrome.* 

Michele and associates consider fasciitis or fibro- 
sitis responsible for the symptoms of this syndrome.’ 
The pain distribution is reflex in type, and the most 
significant finding is a definite trigger-point beneath 
the upper medial angle of the scapula in conjunction 
with the posterior chest wall. In most instances 
there are no significant x-ray findings; in some cases, 
however, calcification in the region of the supra- 
spinatus tendon may be noted. It was the opinion 
of Michele that in spite of x-ray evidence of cervical 
arthritis or calcification in the subdeltoid bursa, one 
should rule out the presence of a scapulocostal syn- 
drome. 

Treatment of this condition may be divided into 
two parts: Preventative: Postural exercises are essen- 
tial to correct the rounded shoulders and slight 
thoracic kyphosis. The patient should avoid the use 
of large or multiple pillows at night. The use of a 
fracture board to prevent exacerbation by a sagging 
mattress is indicated. Definitive: Procaine, 5 to 10 
ce. of a 1 per cent solution, injected into the sub- 
scapular tissues, produces dramatic relief from local 
tenderness. Postural exercises are prescribed later. 
A figure-of-eight or a posture-correcting shoulder 
harness may produce relief in some cases. The ethyl 
chloride spray should be tried.* 

One other entity that may be mentioned is the 
infraspinatus syndrome. Pain in the shoulder girdle 
and lower arm is often due to reflex radiation which 
has its origin in the infraspinatus fossae. Judovich 
and Bates find the trigger-point about 3.5 cm. below 
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the midspine of the scapula.* Pressure and rolling 
with the finger reproduce and intensify the painful 
radiation to the shoulder and arm. This point should 
not be labeled as a fibrositic deposit, since it is con- 
stant in its location. This may be the branch of the 
suprascapular nerve which supplies the infraspinatus 
muscle. 

I am in complete accord with Dr. Leonard’s con- 
servative method of treatment in the pathologic en- 
tities that he mentions. The descriptive phase has 
been excellent and informative. Other than the few 
syndromes which I have previously mentioned, I can 
neither add to nor subtract from his excellent presen- 
tation. 1001 Scarritt Bldg. 

1. Turek, S. L.: Orthopaedics; principles and their application. J. B. 
Lippincott Co., Philadelphia, 1959. 

R. Cervical syndrome. Charles C Thomas, Springfield, 


3. Lewin, P.: Back and its disk syndromes. Ed. 2. Lea & Febiger, 
Philadelphia, 1955. 


Discussion 


DANIEL T. FRIDENA, JR., D.O., Phoenix, Arizona 


There is general agreement that degenerative altera- 
tions of the musculotendinous cuff are responsible 
for many lesions in the subacromial region. This is 
particularly true of ruptures of the cuff, calcareous 
tendinitis, and frozen shoulder. The shoulder joint 
is mechanically inadequate to meet the requirements 
of a prehensile extremity because of anatomic and 
phylogenetic factors. During normal joint function 
the musculotendinous cuff and the biceps tendon 
are constantly subjected to harmful stresses and 
strain whose cumulative effect is responsible for 
early and progressive degenerative lesions in these 
structures. For the same reasons these structures are 
vulnerable to repeated traumata. In addition to these 
causative factors, senescence is also responsible to a 
marked degree for degenerative alterations in the 
cuff. 

McLaughlin’ stated that calcareous tendinitis is 
responsible for pain and stiffness in the scapulo- 
humeral joint in approximately 50 per cent of the 
individuals with painful and stiff shoulders. The term 
“calcareous tendinitis” is chosen because it more 
adequately conveys the basic pathologic process re- 
sponsible for this syndrome. The subacromial bursa 
is rarely, if ever, primarily involved. Calcareous ma- 
terial may be observed in any portion of the musculo- 
tendinous cuff. Many concepts have been formulated 
as to the cause of amorphous calcium deposits de- 
veloping in tendons. The problem still remains ob- 
scure. However, there are certain features on which 
there is more or less general agreement. 

Calcareous deposits are common findings in areas 
of necrosis of degenerated tissue. These degenera- 
tive changes occur early in the musculotendinous 
cuff because the structure is not anatomically and 
mechanically adequate to meet the demands of a 
prehensile extremity. The point of greatest strain is 
in the region of the supraspinatus tendon; thus 
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more degenerative lesions are encountered in this 
area than elsewhere in the cuff. Symptoms in the 
acute stage of this condition are the result of stretch- 
ing and irritation of the sensitive floor of the bursa. 
When tension is released the symptoms subside. 

Treatment in all phases of calcareous tendinitis 
should be guided by the clinical knowledge that: 
_ (1) the disease is self-limiting, (2) most patients in 
time make a complete recovery with no residual 
complications, (3) nature produces relief of symp- 
toms by rupturing the calcareous deposit, allowing 
it to escape into the bursa where it is rapidly or 
gradually absorbed, (4) complete removal of the cal- 
careous material produces a permanent cure, and 
(5) recovery is the rule, regardless of the method 
of treatment, in spite of some treatment or without 
treatment. My conservative treatment usually con- 
sists of aspiration and needling supplemented by 
physical therapy and exercises. There is general 
agreement that x-irradiation is valuable during the 
acute phase in some cases. In other instances, how- 
ever, I have seen radiation therapy greatly accen- 
tuate the pain, while recovery was slow in still oth- 
ers; therefore, in my opinion roentgen ray therapy is 
advocated only when aspiration and needling and 
operative intervention are refused or contraindicated. 

Critical clinical assessment of incidences of painful 
and stiff shoulders reveals that involvement of the 
long head of the tendon of the biceps brachii muscles 
is one of the more common causes of the bicipital 
tenosynovitis complex. In bicipital tenosynovitis as- 
sociated with trauma, the usual history is one of 
pain and stiffness in the region of the shoulder joint 
following either minor or severe injury. The most 
constant physical finding is tenderness on pressure 
over the bicipital groove. Because of morphologic 
changes in the humerus and the scapula and because 
of the demands made on a prehensile extremity, the 
biceps tendon functions at a great mechanical disad- 
vantage. These factors render the tendon vulnerable 
to repeated trauma during normal joint motion. 
Bicipital tenosynovitis is a frequent concomitant le- 
sion with fracture of the upper end of the humerus 
and also is associated frequently with lesions of the 
musculotendinous cuff without fracture. In most 
instances, these acute minor lesions pursue a clinical 
course which is fairly constant. If the affected ex- 
tremity is put to rest for several days, the intensity of 
the symptoms subsides gradually, while the range of 
motion increases steadily, until complete and pain- 
less motion is restored. 

The enigma of the frozen shoulder has been the 
cause of much speculation by physicians interested 
in this problem. Many and varied pathologic lesions 


have been reported in the literature as the probable 
etiologic factors. There is a general feeling, how- 
ever, that the true causative agents of this syndrome 
and the developmental steps culminating in partial 
or complete loss of scapulohumeral motion have not 
been uncovered. Lippmann? described adhesive bi- 
cipital tenosynovitis as the cause of frozen shoulder 
in 1944. Calcareous deposits in the rotator cuff were 
recognized by others as capable of producing this 
syndrome. Codman* was of the opinion that partial 
or complete tears of supraspinatus are most common- 
ly responsible for stiff shoulder, and that the frozen 
shoulder is essentially tendinitis of the rotator 
tendons. 

Frozen shoulder is a definite clinical entity that is 
usually found in individuals after 40 years of age 
and is more common in patients afflicted with cardio- 
vascular, pulmonary, or metabolic diseases. I believe 
that muscular inactivity is responsible for frozen 
shoulder. Any cause which restricts scapulohumeral 
movement produces muscular inactivity. The clinical 
course of frozen shoulder is variable and unpre- 
dictable. It may terminate at any stage of its de- 
velopment or remain static for months before regres- 
sion begins. Normal shoulder function is not regained 
in all instances. As stated in many articles, it is in- 
correct to assume that complete and spontaneous 
recovery within 6 months to 3 years always occurs. 
I have seen several patients who have exhibited 
painful stiff shoulders for over 6 years with no indi- 
cation of regression of the condition. 

Successful treatment is governed by careful selec- 
tion of cases and by instituting the proper care for 
each case. Whenever possible the causative factor 
for the frozen shoulder should be determined. Treat- 
ment directed toward effecting a cure of the basic 
lesion in turn will remove pain and initiate restora- 
tion of scapulohumeral motion. No matter what 
stage the disease may be in, and I usually classify 
the condition as early or late, I do not believe that 
manipulation should ever be used. Many investi- 
gators have pointed out repeatedly the futility and 
danger of manipulation. As the result of their obser- 
vations noted under direct vision while manipulation 
procedures were carried out one is forced to con- 
clude that gentle manipulation is impossible, for the 
end results are invariably the same. 

386 N. Second Ave. 


1. McLaughlin, H. L.: Lesions of musculotendinous cuff on shoulder; 
observations on pathology, course and treatment of calcific deposits. 
Ann. Surg. 124:354-362, Aug. 1946. 

2. Lippmann, R. K.: Bicipital tenosynovitis. New York State J. 
Med. 44:2235-2240, Oct. 15, 1944. 

3. Codman, E. A.: Rupture of supraspinatus. Am. J. Surg. 42:603- 
626, Dec. 1938. 
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Raymond P. Keesecker, D.O. 
1891-1960 


“Spring is here and the Eastertide: Spring that men 
have forever found to be a symbol of their renewal, 
comprehended through some one of the great faiths 
which for the individual is the way to Absolute real- 
ity. We write here not of death but of life freed from 
chains, of the finite lost in the infinite.” [Keesecker, 
1957] 


On the afternoon of April 17, 1960, Dr. Raymond P. 
Keesecker, Editor of the American Osteopathic Asso- 
ciation, died following a cerebral thrombosis. Those 
who were privileged to know him on intimate terms 
will find it symbolic that his. earthly journey ended 
on Easter Sunday. 

Dr. Keesecker became Editor of the Association in 
May, 1951. His particular ability, interests, and edu- 
cation made him especially well qualified for the 
position which had then gone unfilled for almost 3 
years. When the editorship was offered him, he was 
actively engaged in clinical practice as a certified 
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specialist, and was attending radiologist at Bay View 
and Cleveland Osteopathic Hospitals. The lure of 
creative writing, his first love, induced him, at no 
small personal sacrifice, to accept the appointment. 
It was his custom to refer to the A.O.A. tenure as his 
“decade of service.” The final summons cut this span 
short by a year. 

Raymond Keesecker received a B.S. degree from 
Ohio State University in 1916. During his subsequent 
teaching years in the Ohio public school system, he 
met and married Helen Conard, herself a school- 
teacher. Complemented by love of literature, art, 
music, friends, and one another, these two people 
exemplified the ultimate devotion of husband and 
wife. While he was a student in Kirksville, Missouri, 
both he and Mrs. Keesecker taught in the public 
schools there. In 1923 he received his D.O. degree 
from the Andrew T. Still College. He served an in- 
ternship at the Laughlin Hospital in Kirksville. 

The Keeseckers then settled in Cleveland where, 
until they moved to Chicago more than a quarter 
century later, they took an active part in Cleveland’s 
public and professional life. Dr. Keesecker enjoyed 
a distinguished professional career, and was a pio- 
neer in the development of osteopathic hospitals in 
the area. Both were active in the work of Karamu 
House, a widely known settlement house and theater. 

When they left for Chicago in 1951, the Cleveland 
Academy of Osteopathic Medicine honored them at 
a farewell dinner. He often fondly recalled the occa- 
sion and treasured the watch given him to mark it. 

During a productive professional life, Raymond 
Keesecker was accorded far too many distinctions 
and honors to recount here. He was a past president 
of the American Osteopathic College of Radiology, 
and an honorary life member of the American Col- 
lege of General Practitioners in Osteopathic Medi- 
cine and Surgery and of the American College of 
Osteopathic Surgeons. His other affiliations included 
membership in the American Medical Writers Asso- 
ciation, the American Osteopathic Historical Society, 
and Phi Delta Kappa, honorary educational frater- 
nity. 

In 1953 the Kirksville College of Osteopathy and 
Surgery bestowed upon him the honorary degree of 
Doctor of Science in Osteopathy. During this visit 
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to Kirksville, both he and Mrs. Keesecker were re- 
membered with affection by many of their former 
pupils—a tribute, Ray later remarked, far greater 
than the honor of the degree he had received. 

Soon after Mrs. Keesecker’s death on June 25 of 
last year, Dr. Keesecker’s health began noticeably to 
fail. Death came after several weeks of illness. A 
daughter, Mrs. Edward Marshall Sullivan, and three 
granddaughters of Westbrook, Maine, survive him. 

Raymond Keesecker is yet too much with us to 
permit an adequate estimate of his impact upon os- 
teopathy. That his influence has been immense, there 
can be no doubt. He brought far more than literary 
skill and organizational ability to the American Os- 
teopathic Association—he brought it a new spirit. 
He showed the need—indeed, the urgency—for a 
fresh self-appraisal on the profession’s part. Exami- 
nations of this sort are often painful processes. It 
proved to be so for the profession, and even more so 
for Raymond Keesecker. 

“Since late 1951,” he said,.“. . . I have written 
many thousands of words for publication—editorials 
that have increasingly employed all known technics 
to stimulate response, to excite, even to provoke dis- 
cussion. Much of this writing has had one definite 
purpose: to quicken an examination of where we are, 
how we got here, and where we are going.” 

Such was his dedication. “Men with a sense of 
mission cannot be other than exceptional individ- 
uals,” he once said of another. “Not uncommonly 
they are difficult persons; often they are misunder- 
stood; occasionally they are grievously wrong in their 
judgments.” How applicable the words are to his 
own self. Raymond Keesecker’s quest was for truth. 
He was searching and strove to provoke others to 
search with him. His conclusions did not meet with 
the full approval of all. Often his dearest friends be- 
came his harshest critics. Be that as it may, no one 
can challenge his high sense of duty, or his devotion 
to the profession for which he literally gave his all. 

How shall we remember Dr. Raymond P. Keeseck- 
er? As a compassionate and skilled physician . . . as 
a prolific and thoughtful author . . . as a gregarious 
student of vast proficiency . . . as a charming and 
cultivated colleague . . . as a gentleman and a scholar 
in the truest sense of that abused phrase? He was 
all of these. 

For the little band who knew him, who loved him, 
who chastised him, and who so recently suffered 
with him, Ray Keesecker will be remembered as the 
deeply sensitive, utterly dedicated, warmly human 
person he was—a rare and precious soul who so 
much needed to be understood by those he served. 

The osteopathic profession has moved a step fur- 
ther into the light of self-comprehension because he 
passed its way. We still need to understand him— 
and he still needs our understanding. How we shall 
miss him—osteopathy’s indomitable gadfly! 


“I am that gadfly which God has attached to the 
state, and all day long and in all places am always 
fastening upon you, arousing and persuading and re- 
proaching you... .” [Socrates’ Apology] 

Cuartes D. D.O. 


742 


A look ahead at a 


major problem 


Almost overnight our nation’s concern has been di- 
rected toward one of the knottiest health, social, 
and economic problems yet to face it—its large 
aging population. And it is a problem that will in- 
creasingly occupy the general practitioner. As a 
family doctor, willy-nilly, he faces not only the bio- 
logic, sociologic, and psychologic aspects of the 
aging of his patients, but the fact that many more 
patients will come under his care as they reach that 
status. Geriatrics may well become the most im- 
portant concern of the medical world. 

Gerontologic studies on the biologic aspects of 
aging are well under way in a number of study cen- 
ters. In 20 years our knowledge of the biologic 
aspects has increased greatly, but the question of 
aging is complex and universal and involves far 
more than biology. If intelligent solutions are to be 
found, there is scarcely any limit to the specialized 
fields of knowledge that must be called upon. Pa- 
thologists, physiologists, internists, psychologists, 
sociologists—all must bring to bear a multidisci- 
plined light upon the subject, focusing it as if but 
a single science were involved. Even politicians 
must be brought in to help. 

Geriatrics is rightfully classified as a specialty of 
medicine, but, as in other medical fields, specialists 
will be too few to meet the needs of the many who 
need them. This is but one of the many reasons why 
the general physician should begin now to ground 
himself in the care of the vast number of aging 
people who will stand in need of treatment and re- 
habilitation if the normal social life of the nation is 
not to be impeded by the elderly. 

The family doctor's knowledge of medicine will 
serve him well in geriatrics, and he will need only to 
adapt general medical skills to the aging. Such 
adaptation he has already learned in pediatrics. 
The infant with special feeding demands soon be- 
comes the child needing a general medical approach. 

Health remains the major problem of the aged, 
just as it is of all human beings. Only the mainte- 
nance of health is more difficult in the aged. And 
we must not lose sight of one fact: The most im- 
portant aspect of the health of the aging is psychi- 
atric, and few psychiatrists thus far seem interested. 
There is a general feeling among all doctors that 
not much can be done on the psychiatric side of 
geriatrics. Psychiatrists tend to concentrate on child 
psychiatry and to ignore the mental illnesses of 
aging and the aged. Yet there are many more aged 
persons in need of psychiatric help than there are 
children, and there is much more known about the 
emotional needs of elderly people than is put to 
work. This information is in a form readily avail- 
able to the general practitioner if he could only be 
told where to find it. 

Statistics reveal the magnitude of the undertak- 


ings to be faced in the care of the aged. In 1900 life 
expectancy was only 48 years. By 1956 it had be- 
come 69.8 years. Currently there are about 15,400,- 
000 persons aged 65 and over in the United States, 
constituting 8.6 per cent of the total population. By 
1975 it is estimated that the aged will total about 
20,000,000. 

Fortunately, in the United States, we began long 
ago to work on what were then our greatest health 
difficulties. We have overcome many of them so that 
back of us is a tradition that impels us to work on 
our newer difficulties as they arise. That is why it is 
now possible for us to begin to work toward solu- 
tion of the major needs of the aging in our own 
traditional democratic way. However, there is much 
we could learn from the rest of the world. It is a 
well-known fact that Scandinavian countries have 
advanced programs in housing and income mainte- 
nance for the aged. Our thoughtful and informed 
leaders know the time is ripe for interested citizens 
to come together to discuss aging as it influences 
the nation’s future. 

The Golden Anniversary White House Conference 
on Children and Youth (see editorial comment in 
the March Journat and page 753 of this issue) end- 
ed only a month ago. It constituted an excellent 
example of the way we are attempting to meet re- 
sponsibilities. The methods and technics of looking 
have been greatly improved since 1909, the year of 
the first White House Conference. We have taken a 
cue from industry which now uses “brain-storming” 
sessions among its executive and research personnel. 
It is a technic to promote creative thinking through 
group discussions. 

For months now, the Department of Health, 
Education, and Welfare has been working on ap- 
plying “brain-storming” technics to a forthcoming 
conference concerned with the economic security, 
retirement, housing, health and medical care, reha- 
bilitation, and recreation of older persons. This 
meeting, to be known as the White House Confer- 
ence on Aging, will not be held until January 1961, 
yet work on it started months ago. A 130-member 
citizens’ advisory committee that has the over-all 
direction of the plans, preparation, and conduct of 
the conference has already had its first meeting. An 
osteopathic representative has been appointed and 
was in attendance. 

Planning for the White House Conference on 
Aging is on the scale that is called for by the size 
and complexity of the questions to be studied. The 
Government is making every attempt to enlist its 
citizens in an attempt to solve the problem of aid 
for the aging before it becomes unsolvable. As with 
the problems of children and youth, those of the 
elderly are community problems, and they can only 
be handled by communities through national plan- 
ning by our citizens. 

The purpose of this editorial comment is to bring 
information on the health needs of the aged and the 
forthcoming White House Conference to our physi- 
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cians, our community hospital staffs, and to all per- 
sons connected with our profession. The success of 
a conference composed of highly experienced pro- 
fessional workers in the field of aging will depend 
upon implementation of its findings at the level of 
the community. And for this there will be no more 
key persons than doctors and the institutions where 
they work. It is not too early for physicians and 
hospitals to take a look at the questions that will 
face the White House Conference on Aging. 


Health manpower, 1930-75 


Close on the heels of the report, “Physicians for a 
Growing America,” issued late in 1959 by the Sur- 
geon General’s Consultant Group on Medical Educa- 
tion, (JourNAL, December 1959, page 307), comes 
the study, “Health manpower, 1930-75.” This report, 
compiled by William H. Stewart, M.D., and Mary- 
land Y. Pennell, M.Sc., both members of the Public 
Health Service, Dr. Stewart as chief, and Mrs. Pen- 
nell as a statistician of the Division of Public Health 
Methods, extends beyond the study of the Surgeon 
General’s group to cover dentists and active profes- 
sional nurses as well as medical and osteopathic 
physicians. 

The report lists the numbers of physicians, dentists, 
and nurses through the years from 1930 to 1959, and 
calculates the numbers that will be necessary in 1975 
if the present ratio of U.S. health forces to general 
population is to be maintained. Its predictions take 
into account the estimated number of U.S. graduates, 
licentiates who will come from Canadian and other 
foreign institutions, and losses through death and re- 
tirement. Here are some of its salient findings: 

The number of U.S. medical school graduates pre- 
dicted for existing and planned schools is expected to 
increase from about 6,900 in 1959 to 7,400 in 1965. 
This will maintain the present ratio of about 132.7 to 
100,000 population. 

The annual number of osteopathic graduates is ex- 
pected to increase from 469 in 1959 to 525 in 1975. 
This will mean a decline from the ratio of 8.0 per 
100,000 population in 1959 to 7.1 in 1975. 

The number of dentists in 1975, it is estimated, will 
be about 118,000. This will be 50 per 100,000 popu- 
lation, a decrease from 56 per 100,000 in 1958. 

The present ratio of active professional nurses is 
267 per 100,000 population, and is expected to reach 
284 per 100,000 by 1970. 

“Health Manpower, 1930-75,” which was pub- 
lished in the March 1960 Public Health Reports, is 
reprinted in its entirety in this issue of THe JouRNAL, 
page 755, in the department devoted to the Council 
on Federal Health Programs. Every responsible, for- 
ward-looking member of the osteopathic profession 
and its peripheral groups will find in it impetus to 
thought and action. 
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A Message from the President 
of the American Osteopathic Association 


P The adage, “Our destiny is what we make 
it,” may first have been attributed to an individ- 
ual. But it also may be applied to organizations, 
from the smallest municipality to our Federal 
Government, the greatest organization the world 
has ever known. History proves that when any 
great nation or organization does not guard its 
principles, it can be undermined. 

One great philosopher believes that lack of 
confidence is in many areas obstructing progress. 
We cannot let this happen in the osteopathic 
world. We must have faith in our profession, in 
ourselves, in each other, and above all, in God. 
Let us consider these four vital channels. 

We must have faith in our profession. If we 
do not, we become as “tinkling cymbals.” Often 
I ask myself if I still have the confidence and 
respect for my great profession that I had when 
first I entered it. When I observe some who at 
one time held their degrees in high respect but 
have now chosen the path of least resistance, I 
ask myself: Where is their integrity? To me, 
the earning of a diploma, necessary as it is, is of 
little consequence if one does not continue to 
improve his personal status. 


In the quiet of my study, as I ponder on pro- 
fessional infidelity, I cannot conceive that any 
person who has undergone the long training for 
licensure and accreditation in a specialty can 
find it possible to be unfaithful. To me, such 
a person has not received the “master’s touch.” 
He cannot see the forest for the trees. He sees, 
but does not foresee. He lacks vision. He does 
not share with Dr. Irvin M. Korr this concept of 
osteopathic manipulative therapy: 

“As a physiologist who has studied deeply into 
this area, I am firmly convinced that this is an 
area of medicine of such vastness, of such depth, 
of such endless ramifications and interconnec- 
tions, and of such importance to human health, 
that it is as demanding, as exacting, as honorable 
a life work as any other. Its potential has hardly 
been explored.” 

Our profession has progressed, not because of 
what has been taught in the older schools of 
medicine, but because of what has not been 
taught. That is why Dr. Still determined to ini- 
tiate a new movement in medicine. 

Not only do we need confidence in our pro- 
fession, but in ourselves. We must continue to 
study. As the space age opens new horizons, so 
does the continued study of the dedicated physi- 
cian add to his knowledge, thus bringing scien- 
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tific development and added professional stature. 
As physicians we are continuously challenged in 
the practice of the healing arts and in medical 
statesmanship. Growth in intellect brings growth 
in confidence. What is the worth of a horse that 
is not harnessed; of steam that is not confined; 
of the mighty Niagara unless it is funneled to 
create power? What is the worth of a physician 
if he lacks confidence in himself? 

A number of years ago it was my good fortune 
to study under one of the greatest surgeons in 
the world. During a delicate surgery, he com- 
mitted a grave mistake. The patient's life was in 
jeopardy. But the surgeon’s experience, his calm- 
ness, and his uncanny ability overcame the diffi- 
culty. Later, as he straightened from his position 
over the patient, he explained to the observers 
in the amphitheater that although he had made 
a grave mistake, he had been able to correct it. 

This episode increased my faith in myself con- 
siderably. Here was a master confronted with 
the same obstacles that confronted me. He told 
us that when such a misfortune occurs, he feels 
cold chills travel up and down his spine. He 
asked us if we too suffer from some such effect 
in emergencies and added that when the surgeon 
loses such concern, he should no longer wield 
the scalpel. He has become calloused. Even 
Joshua, with his handful of unfaltering, courag- 
eous men, was instructed to have confidence in 
himself. We must continue to seek greater depths 
of scientific experience to justify greater faith in 
our powers. 

It has been my privilege this year to observe 
the activities of many members of this profes- 


sion. I have seen some of their achievements. 
We have great men in this profession. Dr. Harry 
Emerson Fosdick says, “No life ever grows great 
until it is focused, dedicated, and disciplined.” 
Certainly, there are many men in our profession 
who thus qualify for greatness. 

We must hold in highest esteem these men 
who have sacrificed to the nth degree to acquire 
learning and experience. I believe our profes- 
sion has much to learn in this area. Although we 
must realize that our organization, like all others, 
is not without its doubting Thomases and its 
Judases, we must not withhold our appreciation 
from highly talented members. We must have 
faith in each other. 

The final channel vital to the physician is con- 
fidence in the Great Physician. No matter what 
pinnacle a person achieves, how many degrees 
he may hold, what heights he has scaled, a phy- 
sician is doomed to obscurity if he is not steeped 
in the humanities. If the image of the highly re- 
spected physician is to be re-implemented in our 
society today, not only must we have great faith 
in our profession, in ourselves, and in each other, 
but above all, we must have the greatest confi- 
dence in the Great Physician. This, my col- 
leagues, was the message created before “the 
foundation of the world.” 


Leh S. 0. 


2300 Providence Ave., Chester, Pennsylvania 


64th A.O.A. Convention opens 
in Kansas City July 18 


> The Sixty-Fourth Annual Con- 
vention of the American Osteopath- 
ic Association will open in Kansas 
City, Missouri, on July 18, for 5 
days of learning, entertainment, 
and the transaction of official busi- 
ness. It will be housed in the 
Muehlebach, Phillips, and Aladdin 
hotels and the Municipal Audito- 
rium, all within a one-block radius. 
The Muehlebach will be conven- 
tion headquarters, and the Audi- 
torium the center of didactic ses- 
sions and of exhibits, both scientific 
and commercial. The Auxiliary to 
the A.O.A. will hold its annual con- 
vention in the Hotel Phillips. 
Dr. Raymond L. Ruberg, Phila- 
delphia, program chairman, Dr. 
Wilbur V. Cole, Kansas City, chair- 
man of the Committee on Scientific 
Exhibits, and Dr. True B. Eveleth 
and Walter A. Suberg, Chicago, of 
the Bureau of Conventions, are as- 
sembling a program that will bal- 
ance tradition and innovation. 


Keynote Address * Dr. Galen S. 
Young, Chester, Pennsylvania, 
A.O.A. President, will preside at 
the formal opening exercises on 
Monday morning, and Dr. George 
W. Northup, Livingston, New Jer- 
sey, Immediate Past President, will 
deliver the Keynote Address. It 
will take its title from the conven- 
tion theme, “Sixty-five Years of 
Progress.” A member of the A.O.A. 
Board since 1954, Dr. Northup is 
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an articulate and perceptive stu- 
dent of the osteopathic scene. 

Following custom, the social 
highlights of the meeting will be 
the President's Banquet and Ball 
on Monday night and the Inaugural 
Ball on Thursday, when Dr. Roy 
J. Harvey, Midland, Michigan, will 
take office as President. The Aux- 
iliary will hold its annual installa- 
tion luncheon in the Terrace Grill 
of the Muehlebach. A varied pro- 
gram of trips and entertainment is 
being planned for junior attend- 
ants. Mr. Suberg and his staff will 
be hosts at the Tuesday evening 
reception for exhibitors. 


Still Memorial Lecture ¢ An inno- 
vation will come in the Andrew 
Taylor Still Memorial Lecture on 
Tuesday. Its setting this year will 
be a luncheon that, like the Presi- 
dential and Inaugural Balls, will be 
open to registered attendants. The 
Still lecturer is to be Morris 
Thompson, Kirksville, president of 
the first college founded by Dr. 
Still. 

The didactic program in the 
June Forum is made up lectures, 
panel discussions, and special 
teaching sessions. Each morning 
three or four affiliated, specialty, 
and other practice groups will 
hold 90-minute sessions of lecture 
and demonstration. The Academy 
of Applied Osteopathy will con- 
duct its customary manipulative 


headliners—Morris Thompson, 
left, president of the Kirksville College of 
Osteopathy and Surgery, Kirksville, Missouri, 
will deliver the Keynote Address, and Dr. 
George W. Northup, A.O.A. Immediate Past- 
President, the A. T. Still Memorial Lecture. 


Convention 


teaching sessions each afternoon, 
and research will hold the stage on 
Friday. An innovation will come 
in the inclusion on the didactic 
program of presentations by ex- 
hibitors of leading products and 
new equipment. 


Convention speakers * Panel mod- 
erators will include Drs. R. McFar- 
lane Tilley, dean of the Kirksville 
College of Osteopathy and Surgery, 
Angus G. Cathie, of the Philadel- 
phia College of Osteopathy, and 
Gus S. Wetzel, Clinton, Missouri. 
Lecturers will include Murray 
Goldstein, D.O.; Division of Re- 
search Grants, National Institutes 
of Health, Bethesda, Maryland; 
Milton McKay, Chicago, A.O.A. 
General Counsel; Myron D. Jones, 
D.O., Kansas City, Missouri; Dr. 
Raymond F. Gould, Department of 
Health, Education, and Welfare; 
Martin C. Beilke, D.O., Chicago; 
Otterbein Dressler, D.O., Detroit; 
and Alexander Levitt, D.O., 
Brooklyn. 


On the program—Above, Drs. Roy “J. Har- 
vey, left, and Galen S. Young, incoming and 
retiring Presidents of A.O.A., will be ban- 
quet speakers. Left, Milton McKay, General 


Counsel, A.O.A., Chicago; R. McFarlane 
Tilley, D.O., Kirksville; Murray Goldstein, 
D.O., Bethesda, Maryland; and Angus G. 
Cathie, D.O., Philadelphia. 
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Osteopathic educators hold 


sixth annual seminar 


P Sixteen representatives of the 
six osteopathic colleges met in Cen- 
tral Office, Chicago, March 26 and 
27, for the sixth annual Seminar on 
Osteopathic Theory and Practice. 
In 2 days of open and spirited in- 
terchange, these educators, includ- 
ing three deans, discussed successes 
and deficiencies in the osteopathic 
system of education, and grappled 
with the problem, as old as osteo- 
pathic education, of how to turn 
out graduates to whom osteopathic 
reasoning is intrinsic and osteo- 
pathic manipulation part and par- 
cel of practice. 

The yearly seminar is sponsored 
by the American Osteopathic As- 
sociation. Dr. George W. Northup, 
Livingston, New Jersey, chairman 
of the A.O.A. Committee on Col- 


Reference committees meet—Right, 


leges, was this year’s general chair- 
man. Dr. J. S. Denslow, of the fac- 
ulty of the Kirksville College of 
Osteopathy and Surgery, Kirksville, 
Missouri, was program chairman, a 
post he has held since the Seminar 
was established in 1955. Dr. Dens- 
low is secretary-treasurer of the 
American Association of Osteo- 
pathic Colleges. 

“This yearly meeting,” said Dr. 
Northup, “gives people of our col- 
leges opportunity to meet, each to 
learn what the other is doing. It 
affords opportunity for us to ask 
ourselves where we are succeeding, 
where we are falling short, and 
why.” 


Seminar attendants ¢ Attendants 
at the meeting, all of whom took 


continuing part in all phases of the 
program, included: 

John A. Greenway, D.O., assist- 
ant dean, and Robert E. Kappler, 
D.O., of the Chicago College of 
Osteopathy; Nancy J. Harding, 
D.O., and Merlin J. Brubaker, 
D.O., College of Osteopathic Phy- 
sicians and Surgeons, Los Angeles; 
John B. Shumaker, Ph.D., dean, 
Byron E. Laycock, D.O., and Jo- 
seph E. Prior, D.O., College of Os- 
teopathic Medicine and Surgery, 
Des Moines, Iowa; K. J. Davis, 
D.O., dean, Wilbur V. Cole, D.O., 
and C. K. Edwards, D.O., Kansas 
City College of Osteopathy and 
Surgery, Kansas City, Missouri; 
Wallace M. Pearson, D.O., James 
A. Keller, D.O., and I. M. Korr, 
Ph.D., Kirksville; Sherwood R. 
Mercer, LL.D., and Walter M. 
Hamilton, D.O., Philadelphia Col- 
lege of Osteopathy. 

Following the reasoning that to 
state a problem is to be on the way 
to its solution, this year’s program 
devoted itself to developing a list 
of questions that face osteopathic 
educators, and of grading them in 
order of their importance. All of 
these were not new questions, Dr. 
Northup pointed out. Many of 
them have taxed osteopathic teach- 
ing since its beginnings. But their 


clockwise: Drs. C. K. Edwards, Kansas 
City; John A. Greenway, committee 
chairman, Chicago; Wallace M. Pear- 
son, Kirksville; Merlin J. Brubaker, 
Los Angeles. Below, left to right: 
Chairman Sherwood R. Mercer, Phila- 
delphia; Drs. Byron E. Laycock, Des 
Moines; James A. Keller, Kirksville; 
George W. Northup, Livingston, New 
Jersey; and K. J. Davis, Kansas City. 


re-evaluation from time to time, he 
emphasized, is a step toward their 
solution. 


Reports by classes * This year’s 
program centered on the analysis 
of problems and methods that come 
up in each of the 4 years of train- 
ing. Reporting in turn, representa- 
tives of the six schools outlined 
their methods in each year. The 
material that evolved from these 
reports was then organized, both in 
full sessions and in reference com- 
mittees, to furnish a yardstick for 
the present and a blueprint for the 
future. 

All these questions are related to 
basic problems of the teaching of 
osteopathic theory and _ practice. 
They cover such broad categories 
as student selection, curriculum, 
faculty personnel, teaching of struc- 
tural diagnosis and manipulative 
therapy, the influence of specialists 
and specialty training, and the role 
of the teaching hospital. 


> 


Re-evaluation, re-statement 
“Through this re-evaluation and re- 
statement of familiar problems,” 
said Dr. Denslow at the close of 
the meeting, “we believe we have 
brought new direction to their so- 
lution. By stating common difficul- 
ties, and asking each college to 
work on their solutions between 
now and the next Seminar, we feel 
we have as a group provided di- 
rection for our progress.” 

A movement is on foot to make 
the Seminar a semiannual event, 
with the A.O.A. continuing to spon- 
sor one meeting, and the second to 
be financed by funds from an out- 
side agency. 


Reference group confers with pro- 
gram chairman—Left to right, Dr. Jo- 
seph E. Prior, Des Moines; Dr. Nancy 
J. Harding, Los Angeles; Dr. Robert 
E. Kappler, Chicago; John B. Shu- 
maker, Des Moines, and Dr. J. S. 
Denslow, Kirksville, chairman. 


Discuss problems of osteopathic education—Left to right, |. M. Korr, Ph.D., head of the Di- 
vision of Physiological Sciences, Kirksville; Wilbur V. Cole, D.O., chairman of Department of 
Osteopathic Principles, Kansas City; and Walter M. Hamilton, Department of Osteopathic 
Principles and Technics, Philadelphia. 


We share with all medical education the responsibility of 
producing adequate numbers of adequately trained doctors. 
But as osteopathic educators we carry the added responsi- 
bility of producing graduates who realize not only that as 
physicians they have a special place in society, but that as 
osteopathic physicians they make a special contribution. — 
George W. Northup, D.O. 


To carry the thread of osteopathic reasoning through the 
whole fabric of our teaching is of primary concern to our 
educators. In the basic science years, this is comparatively 
simple. But in the years of clinical training, when teaching 
becomes fragmented among specialty subjects, this thread 
is in danger of being lost. It is then our system of education 
is challenged.—]. S. Denslow, D.O. 
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The A.O.A. and public health 


All physicians want to prevent and 
treat disease. They want to im- 
prove living conditions for their pa- 
tients. Alert, truly responsible phy- 
sicians do it by serving with health 
and welfare agencies. The common 
meeting ground for these agencies, 
the place to discuss problems and 
exchange experiences, is the Na- 
tional Health Council—True B. 
Eveleth, D.O. 


> To meet its responsibilities in 
the field of public health, the 
American Osteopathic Association 
works through two principal chan- 
nels, the National Health Council 
and its own Bureau of Public and 
Industrial Health. As one of the 
seventy-one national voluntary, 
professional, and governmental 
agencies of the Council, the A.O.A. 
offers its forces to help carry out 
broad programs of public health 
and welfare, As an individual As- 
sociation, it maintains a Bureau of 
Public and Industrial Health, 
whose function is to promote os- 
teopathic participation in public 
health programs. 

These two channels follow con- 
current courses. One promotes 
public health through combining 
forces with other national associa- 
tions; the other points the way for 
osteopathic physicians, as individ- 
uals and groups, to work for the 
welfare of people of their states 
and communities. 

When the A.O.A. became a 
member of the NHC in 1954, it 
brought to the Council more than 
30 years of organizational concern 
for public health. Through vary- 
ing committees and bureaus, mem- 
bers of the profession had in that 
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time been made aware of their re- 
sponsibilities to society. Member- 
ship in NHC broadens osteopathic 
opportunity to discharge this re- 
sponsibility. 


1960 Health Forum ¢ When the 
Council’s annual Health Forum 


was held in Miami Beach, Florida, 
March 14 to 17, ten representatives 
of the A.O.A. were in attendance, 
headed by President Galen S. 
Young. Six men were there by vir- 
tue of positions on the National 
Health Council: Dr. True B. Eve- 
leth, A.O.A. Executive Secretary, 
as agency executive; Drs. George 
W. Northup, Alexander Levitt, and 
Robert D. McCullough as dele- 
gates; and Drs. Robert D. Ander- 
son and Charles W. Sauter, II, as 
members respectively of the Na- 
tional Advisory Committee on Lo- 
cal Health Departments and the 
Committee on State and Local 
Health Councils. Drs. William B. 
Strong and Leonard V. Strong, 
members respectively of the Com- 
mittees on Health Education and 
Research, were unable to attend. 
Present also were Dr. Vincent P. 
Carroll, member of the 146-man 


Above, A.O.A. President Galen S. Young, left, Philadelphia, and 
Philip E. Ryan, New York City, executive director of the National 
Health Council, visit during recent Health Forum in Miam: Beach, 
Florida. Below, Drs. Vincent P. Carroll, Laguna Beach, California, 
and Joseph H. Huff, Burlington, North Carolina, discuss national 


and state health programs. 
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Advisory Committee to the 1961 
White House Conference on Ag- 
ing; Dr. Joseph H. Huff, member 
of the A.O.A. Bureau of Public 
and Industrial Health; and Robert 
A. Klobnak, director of the A.O.A. 
Division of Public and Professional 
Service. Dr. Carroll's appointment 
to the Advisory Committee was 
made last September by Arthur S. 
Flemming, Secretary of the U-S. 
Department of Health, Education, 
and Welfare. Dr. Huff was recent- 
ly elected president of the Ala- 
mance County (North Carolina) 
Medical Health Association. An 
osteopathic physician since 1938, 
he also holds a master’s degree in 
public health education, and has 
served as field consultant for the 
American Heart Association and 
the American Cancer Society. 


Forum theme ¢ The “Positive 
Health of Older People” was the 
theme of the NHC Forum. More 
than 600 authorities took part in 
the sessions, and _ represented 
health and médicine, education, 
religion, government, social wel- 


Dr. Perkins 


The National Health Council was organized in 
1921, with 10 members listed in its first directory. 
Now there are 71, made up of associations of 
health professions, welfare groups, and agencies 
devoted to the alleviation of particular diseases 
and disabilities. The A.O.A. has been a member 
of the Council since 1954. 


Newly-installed president of NHC is James E. 
Perkins, M.D., New York City, managing direc- 
tor of the National Tuberculosis Association. 
James H. Sterner, M.D., Rochester, New York, 
managing director of the Eastman Kodak Com- 


pany, was named president-elect. 


fare, and industry and labor. They 
discussed reports on current and 
contemplated research on the ag- 
ing, and exchanged information on 
programs now under way in this 
country and abroad. Dr. Edward 
L. Bortz, Philadelphia, was chair- 
man. Dr. Bortz is president-elect 
of the American Geriatrics Society, 
and a former president of the 
American Medical Association. 


Annual meeting of NHC ¢ The 
annual meeting of the National 
Health Council followed the 


Forum. Dr. James E. Perkins, New 
York City, managing director of 
the National Tuberculosis Associa- 
tion since 1948, was installed as 
president, to succeed Ruth B. Free- 
man, D.Ed., of Johns Hopkins Uni- 
versity, Baltimore, Maryland. Dr. 
James S. Sterner, medical director 
of the Eastman Kodak Company, 
Rochester, New York, was named 
president-elect. Philip E. Ryan is 
executive director. The 1961 Forum 
will be held at the Waldorf-Astoria 
Hotel in New York City, May 13 
to 16. 


Representing the profession at the Health Forum were: Seated, left to right, Dr. Robert D. Anderson, Philadelphia; Dr. Robert D. McCul- 


lough, Tulsa; Dr. Young, and Dr. Charles W. Sauter, Il, Gardner, Massachusetts. Standing, Drs. George W. Northup, Livingston, New Jer- 
sey: Dr. Carroll; Dr. Alexander Levitt, Brooklyn; Dr. True B. Eveleth, Chicago; and Dr. Huff. 
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National, state development 


chairmen meet in Chicago 


> The role of the osteopathic pro- 
fession as an agency of health and 
welfare was once more clearly 
marked out in 2 days of meetings 
held in Central Office, Chicago, the 
week end of April 2 and 3. On 
Saturday, chairmen of the develop- 
ment councils of divisional societies 
were guests of the A.O.A. Council 
on Development. On Sunday the 
A.O.A. Council held a meeting of 
its members and committee chair- 
men. 


Fourteen of the twenty state 
councils were represented at the 
Saturday meeting, which brought 
state development chairmen to- 
gether for the first time. As chair- 
man of the A.O.A. Council’s Com- 
mittee on Divisional Societies, Dr. 
George W. Northup, Livingston, 
New Jersey, conducted the meet- 
ing. Dr. William B. Strong, Des 
Moines, Iowa, who heads the 


A.O.A. Council on Development, 
took an active part in the day’s dis- 


cussions of objectives and methods. 
“We feel that we have worked 
out a program that can provide 
full scope for the profession’s abil- 
ity to serve in the cause of nation- 
al health and welfare,” he said. 
“But to carry out our program, we 
must coordinate our forces, and 
each of us must know what the 
other is doing. Here, as every- 
where, organization is essential.” 


Presentations by chairmen * To 
work toward this kind of coordina- 
tion the day was spent in an ex- 
change of ideas and experiences in 
the area of development. The 
chairman of each of the national 
Council committees presented his 
particular program, and related it 
to all levels of organization. Dis- 
cussion followed each presentation, 
and brought out the viewpoint and 
experience of state chairmen. 

The state council chairmen, all 
of whom took an active part in the 
day’s proceedings, were from: Cali- 
fornia, Dr. Dorothy J. Marsh, Glen- 
dale; Florida, Dr. W. S. Horn, Pal- 
metto; Indiana, Dr. Arabelle B. 
Wolf, Indianapolis; Iowa, Dr. Jean 
F. LeRoque, Des Moines; Kansas, 
Dr. James F. Duffy, Anthony; 
Michigan, Dr. Roy S. Young, Har- 
bor Beach; Minnesota, Dr. Fred- 
erick V. Hrachovina, Minneapolis; 
New Jersey, Dr. Northup; New 
York, Dr. Alexander Levitt, Brook- 
lyn; Ohio, Dr. John W. Mulford, 
Cincinnati; Oregon, Dr. John F. 
Wood, Forest Grove; Pennsylvania, 
Dr. George B. Stineman, Harris- 
burg; Texas, Dr. Phil R. Russell, 
Fort Worth; and Vermont, Dr. Ma- 
son B. Barney, Manchester Center. 

The states which have set up de- 
velopment councils but did not 
send representatives to Saturday's 
meeting include Missouri, Colo- 
rado, Kentucky, North Carolina, 
Washington, and Maryland. 


Guests at luncheon—Above, left to right, 
Dr. Alan M. Potts, president of the Michi- 
gan Association of Osteopathic Physicians 
and Surgeons; Mrs. George W. Northup, 
president of the Auxiliary to the A.O.A.; 
and Dr. Charles L. Naylor, national trustee 
and member of the Council on Development. 
Below, left, Dr. William B. Strong, Council 
chairman; Dr. Dorothy J. Marsh, president, 
California Osteopathic Association; and Dr. 
Roy J. Harvey, A.O.A. President-Elect. 
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Council chairmen ¢ The National 
Council chairmen who reported on 
the activities of their committees 
included: Dr. Charles L. Naylor, 
Ravenna, Ohio, Professional Culti- 
vation and the Doctor and His 
Patient; Lloyd L. Hall, Wichita, 
Kansas, Estate Planning; Milton 
McKay, Chicago, Government— 
Federal and State; Dr. True B. 
Eveleth, Chicago, Health Agen- 
cies; Mrs. George S. Cozma, Cleve- 
land, Women’s Activities; Dr. Roy 
J. Harvey, Midland, Michigan, 
Firms and Corporations; Dr. R. N. 
MacBain, Chicago, Education; and 
Dr. Charles W. Sauter, II, Gard- 
ner, Massachusetts, Osteopathic In- 
stitutions. Robert A. Klobnak, di- 
rector, A.O.A. Division of Public 
and Professional Service, reported 
on the Committee on Foundations 
for the chairman, Dr. Russell M. 
Husted, Long Beach, California, 
who was unable to attend the Sat- 
urday meeting. 

Mrs. George W. Northup, presi- 
dent of the Auxiliary to the A.O.A., 
and a number of members of the 
Central Office staff were also pres- 
ent. 

The Sunday meeting of the 
A.O.A. Council on Development 
was a review of projects and activi- 
ties. It was attended by a number 
of the state chairmen. 


A.O.A. participates in 


White House Conference 


> Fifteen representatives of the 
osteopathic profession were among 
the 7,000 participants in the 1960 
White House Conference on Chil- 
dren and Youth, held in Washing- 
ton, D.C., March 27 to April 2. 
The Conference brought attendants 
from this and 73 foreign countries. 

President Dwight Eisenhower 
opened the Conference on the eve- 
ning of March 27. 

Representatives of the profes- 
sion included: Drs. Edward A. 
Ward, Saginaw, Michigan, George 
W. Northup, Livingston, New Jer- 
sey, and Chester D. Swope, Wash- 
ington, D.C., of the American 
Osteopathic Association; Dr. 
Charles L. Ballinger, Coral Gables, 
Florida, of the American College 
of Osteopathic Surgeons; Drs. 
Arnold Melnick and Leo C. Wag- 
ner, Philadelphia, the American 


College of Osteopathic Pediatri- 
cians; and Dr. Richard O. Brennan, 
Houston, Texas, the American Col- 
lege of General Practitioners in Os- 
teopathic Medicine and Surgery. 

Mrs. George W. Northup, Liv- 
ingston, New Jersey, and. Mrs. 
Francis E. Warner, Bloomington, 
Indiana, president and immediate 
past-president, respectively, repre- 
sented the Auxiliary to the Ameri- 
can Osteopathic Association. 

A number of osteopathic physi- 
cians were named by their gov- 
ernors as members of state delega- 
tions. They included: for Texas, 
Drs. M. Virginia Ellis, Fort Worth, 
and Mickie G. Holcomb, El Paso; 
West Virginia, Dr. Eva L. Teter, 
Beaver; Iowa, Dr. Myron Magen, 
Des Moines; Michigan, Dr. Frank 
Souders, Flint; and for Maine, Dr. 
Kenneth J. Mahoney, Portland. 


A.O.A. representatives at the 1960 White House Conference—left to right, Dr. Leo C. Wagner, Philadelphia; Dr. Myron S. Magen, Des 
Moines, lowa; Dr. M. Virginia Ellis, Fort Worth, Texas; Dr Arnold Melnick, Philadelphia; Mrs. George W. Northup, Morristown, New Jersey; 
Dr. Chester D. Swope, Washington, D.C.; Mrs. Francis E. Warner, Bloomington, Indiana; Dr. Edward A. Ward, Saginaw, Michigan; Dr. 
Frank E. Souders, Flint, Michigan; Dr. Northup; Dr. Kenneth J. Mahoney, Portland, Maine; and Dr. Charles L. Ballinger, Coral Gables, 


Florida. 
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Conference proceedings * Each 
participant in the Conference was 
assigned to a theme assembly, a 
forum, and a work group. More 
than 1,600 recommendations _ini- 
tiated at the work-group level were 
voted at the Conference, and will 
- be published as a part of the Con- 
ference proceedings. 

Throughout the diversity of con- 
siderations, there ran the hope of 
the delegates that Conference find- 
ings and recommendations will in- 
spire legislative and administrative 
action in city and state govern- 
ments, and in the Congress. As a 


whole the delegates favored social 
legislation beyond programs of 
Congress and the Administration. 


Subjects considered ¢ Subjects 
that came up for consideration in- 
cluded early marriage, accidents, 
the gifted child, the military, sports, 
divorce, television, plays, books, 
concerts, automation, water sup- 
plies, working mothers, illegitima- 
cy, the income tax, unemployment 
compensation, religious education, 
separation of church and state, 
peace, and obscene literature. 


COUNCIL ON FEDERAL HEALTH PROGRAMS 


Vocational rehabilitation 
office names consultant 


> Dr. Frank Reider, Charlottes- 
ville, Virginia, has been appointed 
Medical Consultant in the Office 
of Vocational Rehabilitation, Miss 
Mary E. Switzer, OVR Director, 
recently announced. 

A commissioned officer of the 
Public Health Service since 1938, 
Dr. Reider was assigned to his new 
position by Surgeon General Leroy 
E. Burney at Miss Switzer’s re- 
quest. His appointment is in line 
with OVR’s increasing emphasis on 
the medical aspects of vocational 
rehabilitation. 

Dr. Reider will serve as deputy 
to Dr. Robert D. Wright, Assistant 
Director for Health and Medical 
Activities. His special area of con- 
cern will be the stimulation and 
development of rehabilitation edu- 
cation for medical students and 
those in related professions, as well 
as expansion of the graduate train- 
ing program in physical medicine 
and rehabilitation. 

For the past 3 years, Dr. Reider 
has been Hospital and Medical 
Facilities Program Director in the 
Department of Health, Education, 
and Welfare region embracing the 


754 


States of Kentucky, Maryland, 
North Carolina, Virginia, and West 
Virginia; the District of Columbia; 
Puerto Rico, and the Virgin 
Islands. From 1954 to 1957, he was 
Director of Training in the Public 
Health Service’s Division of Per- 
sonnel, and during the preceding 
2 years he was Fellowship Program 
Director in the PHS Division of In- 
ternational Health. Both of these 
posts were in Washington, D.C. 

Currently, Dr. Reider is a mem- 
ber of the faculty of the Depart- 
ment of Preventive Medicine, 
University of Virginia Medical 
School. In addition, he is a Fellow 
of the American Medical Associa- 
tion and the American College of 
Preventive Medicine, and a Diplo- 
mate of the American Board of 
Preventive Medicine. 


Civil defense director issues 


National Health Plan 


> Civil and Defense Mobilization 
Director Leo A. Hoegh has issued 
the National Health Plan under 
which the nation’s health resources 
would be mobilized and coordinat- 
ed in event of enemy attack. 

The Health Plan has been issued 


Also considered were such health 
topics as the effects of mobility on 
health and living conditions; health, 
welfare, housing, and recreational 
situations that limit opportunities 
for children and youth; the role of 
medicine and health services; the 
role of vocational rehabilitation and 
employment; and the causes, diag- 
nosis, and prevention of emotional 
disturbances in children and youth. 


The National Committee for 
Children and Youth will plan the 
structure and program of the 1970 
Conference. 


as Annex 18 to the National Plan 
for Civil Defense and Defense Mo- 
bilization and is being distributed 
to state and local civil defense 
offices and health agencies. The 
officers of all state osteopathic as- 
sociations have received copies. 

In releasing the plan, Director 
Hoegh declared that it had been 
given prior review by all federal 
agencies with health responsibili- 
ties, state civil defense agencies, 
and by all major health and medi- 
cal associations. It is intended to 
guide state and local authorities 
in working out emergency health 
programs for their areas. 

Director Hoegh stressed the need 
for coordinated planning and co- 
operation between government and 
nongovernment health agencies. 
To succeed, he said, the plan will 
need the cooperation of profes- 
sional health and medical associa- 
tions, the medical supply industry, 
business and civic organizations, 
and nongovernmental agencies 
with health interests and responsi- 
bilities. The plan expressly calls 
for the cooperation of the Ameri- 
can Osteopathic Association, the 
osteopathic colleges, and the osteo- 
pathic profession at all levels of 
organization, and of the individual 
physician. 

Director Hoegh noted that a 
basic principle of the plan is the 
responsibility of individuals and 
families to be able to be self-suf- 
ficient for a limited time after at- 
tack, until help can reach them. 
This responsibility on the part of 


the public is spelled out as follows: 

“Individuals and families are re- 
sponsible for maintaining their 
state of health at a high level, in- 
cluding currency of immuniza- 
tions, and for preparedness meas- 
ures that will insure post-attack 
availability of the skills and sup- 
plies required to provide group, 
family, or individual self-help until 
organized health services become 
available. Each family group is 
responsible for having at least one 
member trained in lifesaving emer- 
gency self-help measures, and 
should be prepared to exist on 
personal stocks of survival items 
in homes and shelter areas for 2 
weeks following attack.” 


Public Health Service 
publishes manpower report 


> Reproduced here is “Health 
Manpower, 1930-75” from the 
March 1960 issue of Public Health 
Reports. The article was prepared 
by William H. Steward, M.D., and 
Maryland Y. Pennell, M.S. Dr. 
Steward is chief, and Mrs. Pennell 
a statistician, of the Division of 
‘Public Health Methods, Public 
Health Service. The complete re- 
port follows: 

Health manpower is a matter of in- 
creasing concern to the United 
States in view of the rapid rate 
of growth of the population. The 
number of persons in the 48 States 
and the District of Columbia in 
mid-1959 is estimated at 177,128,- 
000; by 1975 it is predicted to be 
235,246,000, an increase of 33 per 
cent. Whether an adequate supply 
of physicians, dentists, nurses, and 
other health personnel can be pro- 
vided for the future depends on 
immediate planning for increased 
numbers of graduates in the health 
professions within the next few 
years. 


Current Physician (M.D.) Sup- 
ply * With an estimated 235,000 
physicians in mid-1959, excluding 
the graduates of that year, the ratio 
of physicians to population now is 
132.7 per 100,000 persons. Over the 
past 30 years the ratio has ranged 
between 125 and 135. 

The latest count of the number 
of physicians in the 1958 American 
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Medical Directory’ indicated that 
there were 226,625 physicians in 
the 48 States and the District of 
Columbia in mid-1957. This num- 
ber of physicians includes all those 
in the Federal Government service 
regardless of their actual location. 
The ratio is 132.4 per 100,000 total 


population including the Armed. 


Forces overseas. 

In Alaska in mid-1957 there were 
101 non-Federal physicians or 62 
per 100,000 civilians; in Hawaii, 
574 physicians or 104 per 100,000 
civilians. Outlying areas had even 
relatively fewer physicians (ex- 
cluding those in Federal Govern- 
ment service). 


Number of Physicians 
Area non-Federal per 100,000 
physicians civilians 
American Samoa .. 3 15 
Canal Zone (and 
the Republic 
of Panama ..... 187 19 
Caroline Islands .. 5 12 
17 40 
Mariana Islands .._ 1 13 
Marshall Islands .. 2 14 
Puerto Rico ...... 931 41 
Virgin Islands .... 24 92 


Physicians range in age from un- 
der 25 years to 90 and older. 
Among the 226,625 in the United 
States in mid-1957, about 800 were 
younger than age 25. At the other 
end of the scale were about 30,000 
physicians aged 65 and over, of 
whom only 8,000 were reported in 
the directory as retired or not in 
the practice of medicine. (An addi- 
tional 3,000 younger physicians 


were also counted as retired or not 
in practice. ) 

The detailed age distribution of 
the physicians is given below: 


Age group Number Percent 

Under 30 years ..... 23,235 10.3 
34,163 15.1 
31,185 13.8 
10,253 4.5 
8,250 3.6 
andiover ......2.. 5,388 2.4 


Note: Age is as of the beginning o 
the year 1957, based on the year of birth 
shown on the individual physician punch- 
card supplied by the American Medical 
Association to the Public Health Service. 


Of the physicians alive in 1957, 
about 86 percent may be expected 
to be still living in 1965 and about 
68 percent, in 1975. This number 
of survivors at future dates is as- 
certained by applying the 1956 
age-specific white male mortality 
rates to the number of physicians 
in each age group, on the assump- 
tion that physicians die at about 
the same rate as white males of 
similar age in the total population. 
The assumption is consistent with 
the number of deaths reported an- 
nually to the American Medical 
Association. 

Deaths of physicians account for 
3,500 to 4,000 annual losses to the 


Trend in health manpower 
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profession. Each year about 7,400 
to 7,800 newly licensed physicians 
—graduates from medical schools 
in the United States, Canada, and 
other foreign countries—are added 
to the profession. Thus the annual 
net gain in the number of physi- 
cians is about half the number of 
new licentiates. 


The 85 medical schools in the 
United States graduated 6,895 phy- 
sicians in the academic year 1958- 
59.° The average (median) age at 
graduation is now about 26 years, 
the same as prior to World War 
II.*-* After this war and the Korean 
conflict the postponed education of 


veterans resulted in an increase to 


28 years for median age at gradua- 
tion for the class of 1950. By 1954, 
the median had declined to 27 
years, with a further decline to 26 
years by 1956. The tabulation based 
on recent graduates listed in the 
1958 American Medical Directory 
shows that the disparity between 
ages at graduation has likewise de- 


Table 1. Physician supply in 1975 based on number of graduates of U.S. medical schools at level 
currently planned and at level required for maintaining the 1957 national ratio of physicians to 
population in 1975 


| 


| 
| Physicians (M.D.) | New licentiates | Deaths 
ah | Graduates of — graduated from | among 
Year | | | U.S. medical other medical | those in 
| Number! | Per 100,000 | schools 3 schools 4 the pro- 
population ? | fession 
| | 
| Level currently planned 
226,625 132.4___ 6, 796 | 1, 164 
eee | 6, 861520, 552 | 1, 31653, 680 | 11, 507 
7, 130 | 950 | 
7, 200 O10 | 900 )4, 500 19, 
-| 7, 270 | 850 | 
_| 7, 340 800 
259,950...._| 132.8.......| 7, 410 750 | 
1966. 7, 410 | 750 
7, 410537, 050 | 75053, 750 | 21, 750 
| 7,410 | 750 
279,000____ 7, 410 750 | 
410937, 050 | 750 )3, 750 23, 700 
| 7, 410 750, 


296, 100___- 


Level required to maintain 1957 physician-population ratio 


_..| 259,950____- 7, 610 750 

1967______- 8, 160541, 040 75053, 750 | 21, 740 
8, 540 750 

1970_______ _..| 283,000__...| 9, 120 750 

9, 430 | 750 
9, 69048, 570 | 75053, 750 23, $20 
1973_____ 10, 090 750 | 

10, 240 750 

1975____. __.| 311,500_____| 10, 360 750 


1 For 1957, number shown in American Medical Directory 1958, table 1. For future years, numbers computed 
by method outlined in ‘Physicians in the United States: Projections 1955-1975,” by G. St.J. Perrott and Maryland 
Y. Pennell. J. M. Educ. 33: 638, September 1958. 


2 Rates based on total population of the United States, including Armed Forces overseas, as of July 1; U.S. 
Bureau of the Census, Current Population Reports, Population Estimates, Series P—25, No. 187, Nov. 10, 1958 
(p. 16, Series II). Thousands of persons: 171,196 in 1957; 180,126 in 1960; 195,747 in 1965; 213,810 in 1970; 
235,246 in 1975. 

3 Figures for 1957 and 1958 published in J.A.M.A. (Edueation Number) 168: 1503, Nov. 15, 1958; preliminary 
number for 1959. Figures for 1960-64 estimated by Publie Health Service on basis of current enrollments. Figure 
for 1965 furnished by American Medical Association to House of Representatives Committee on Interstate and 
Foreign Commerce (85th Cong., Ist sess.); see Medical School Inquiry, p. 243. Figures for 1966-75 estimated by 
Public Health Service. ; 

4 New licentiates graduated from foreign schools: 1,014 in 1957 and 1,166 in 1958; J.A.M.A. (State Board 
Number) 170: 603, May 30, 1959. Licentiates of Canadian schools not reported by A.M.A. estimated as 150 
per year. Figures for 1959-75 estimated by Public Health Service. 

5 Deaths computed on basis of 1956 age-specific white male mortality; National Office of Vital Statistics, Special 
Reports 6: 48, June 19, 1958 (table 2). Age distributions of physicians in 1957 of recent graduates of American 


medical schools and of recent licentiates graduated from Canadian and foreign medical schools were obtained 
from individual physician punchcards supplied to Public Health Service by American Medical Association. 


clined. The middle 50 percent of 
the graduates covered a span of 
5.3 years in 1950 as contrasted with 
2.3 years for those graduated in 
1956. 

About 12 percent of the new ad- 
ditions to the profession in this 
country since 1950 were educated 
outside the United States. Of the 
physicians licensed to practice for 
the first time in this country in 
1958, nearly 150 were graduates of 
Canadian schools and 1,166 were 
graduates of other foreign schools. 
The foreign school graduates in- 
clude an estimated 400 American 
citizens who had gone to other 
countries for their medical educa- 
tion. A tabulation of recent licen- 
tiates graduated from Canadian 
and other foreign schools indicates 
that they are older, as a group, 
than those who enter the profes- 
sion directly after graduation from 
U.S. medical schools. The median 
ages of the Canadian and other 
foreign school graduates are 30 and 
36 years, respectively, when they 
obtain their first license to prac- 
tice in the United States, as con- 
trasted with age 26 for U.S. school 
graduates who are counted as en- 
tering the profession upon gradua- 
tion rather than licensing. 


Future Supply of Physicians 
(M.D.) * The future supply of 
physicians in the United States de- 
pends on (a) the current numbers 
now in the profession and _ their 
mortality, (b) the graduating 
classes of medical schools in this 
country, and (c) additions to the 
profession from Canadian and oth- 
er foreign medical schools. 

Of the 226,625 physicians (M.D.) 
in the United States in mid-1957, 
about 195,000 may be expected to 
be still alive in 1965. Between 1957 
and 1965 the annual number of 
graduates of U.S. medical schools 
is planned to increase from about 
6,800 to as many as 7,400. This 
reflects the development of new 
schools and expanded enrollment 
in existing schools, according to the 
American Association of Medical 
Colleges. During the same period 
the annual number of new licen- 
tiates graduated from Canadian 
and other foreign medical schools 
may decrease. A conservative esti- 
mate for the year 1965 is 750, of 
whom 100 to 150 are graduates of 
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Canadian schools and the balance 
are graduates of other foreign 
schools. 

As shown in table 1, the number 
of physicians is expected to be 
nearly 260,000 in 1965, with a ratio 
of 132.8 physicians per 100,000 pop- 
ulation.’ This 1965 ratio is almost 
the same as that of 1957 but shows 
a decline from the 134.9 level of 
1949. 

From 1965 to 1975, the annual 
number of graduates of U.S. medi- 
cal schools may continue at the 
level of about 7,400 in accordance 
with the currently planned output 


of these schools. These graduates 


may be supplemented by an av- 
erage of 750 graduates of Canadian 
and other foreign schools newly li- 
censed each year. After death has 
taken its toll from both those al- 
ready in the profession and the 
new additions, the number of phy- 
sicians is expected to be about 
279,000 in 1970 and 296,000 in 
1975. The physician-population ra- 
tio will decline from the 1965 level 
of 132.8 physicians per 100,000 
population to 130.5 in 1970 and 
still further to 125.9 in 1975. 

If it is assumed that the ratio of 
phvsicians to population which pre- 
vailed in 1957 is the appropriate 
goal for 1975, there will be need 
for 311,500 physicians, instead of 
the 296,100 expected on the basis 
of the level of U.S. school output 
currently in sight. To obtain this 
total will require about 10,360 
graduates of U.S. medical schools 
in the year 1975. This number of 
graduates is nearly 3,000 above the 
number now expected under. cur- 
rent plans. Such an increase will 
have to be met through the expan- 
sion of existing schools and the 
construction of about 25 new 
schools, some with 2-year and some 
with 4-year programs. 


Physicians (D.O.) * In 1930, the 
United States had approximately 
10,300 doctors of osteopathy. By 
1959 the number had increased to 
14,100, giving a ratio of 8.0 per 
100,000 population (table 2). 

The six schools of osteopathic 
medicine graduated 469 physicians 
(D.O.) in 1959.7 Currently 
planned enrollments indicate that 
by 1965 the annual graduating 
class may be increased to about 


525. 


If the output of these schools 
continues at the same level during 
the following decade, the supply of 
osteopathic physicians is expected 
to reach 16,700 by 1975, with the 
ratio declining to 7.1 doctors per 
100,000 persons. 


Dentists ¢ Increases in dentist sup- 
ply have been lagging behind pop- 
ulation growth for more than a gen- 
eration. From fewer than 75,000 
dentists in 1930, the total supply 
in the 48 States and the District of 
Columbia has grown to almost 
100,000 at the present time. Yet 
there are now only 56 dentists per 
100,000 persons as compared with 
a ratio of 59 in 1930. 

The dentist totals (table 2) in- 
clude those in the Federal Govern- 
ment service and those retired or 
not in practice, but exclude grad- 
uates of the years concerned.* 
While nearly all of the dentists of 
1930 were of working age and ac- 
tive in the profession, today’s den- 
tist supply includes a large propor- 
tion who are inactive. As a result, 
the number of active dentists in re- 
lation to population has fallen even 
more steeply, dropping to only 49 
per 100,000 persons in 1959, ac- 
cording to estimates prepared by 
the Public Health Service, Division 
of Dental Resources. 

In mid-1957, one-quarter of the 
dentists were 60 years of age or 
older,’ as shown below: 


Age group Number Percent 

97,610 100.0 
Under 30 years ...... 7,492 5 
9,752 10.0 
9,249 9.5 
10,355 10.6 
80 and over. 2,212 2.3 


Alaska had 47 non-Federal den- 
tists, or 28 per 100,000 civilians in 
1958. With 356 non-Federal den- 
tists in Hawaii, the ratio was 62 
per 100,000 civilians. 

The U.S. dental schools number 
47, having risen from 39 at the end 
of the war. In the academic year 
1957-58 they graduated 3,083 den- 
tists..° The median age at gradua- 
tion is now about 26 years, having 


been 28 years in the period 1950- 
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54 and 25 years prior to World War 

Although the annual number of 
graduates is nearly 80 percent more 
than the number graduated 10 
years earlier, this expansion has 
not produced enough new dentists 
to maintain the prewar dentist- 
population ratio. Furthermore, at 
currently planned levels of school 
output the ratio of dentists to pop- 
ulation will continue its steady de- 
cline, as illustrated in the accom- 
panying chart. 

The annual number of graduates 
is expected to increase to nearly 
3,500 by 1965. Unless there are fur- 
ther increases, however, the total 
number of dentists in the United 
States in 1975 will reach about 
118,000. This number will be 
equivalent to only 50 dentists per 


Table 2. 


1940_ 

1965 _ 


1959 - 

‘ 

1975 


100,000 persons, of whom 46 will 
be active in the profession. 

To regain the 1958 dentist-pop- 
ulation ratio will require 133,250 
dentists in 1975. An additional 
2,700 graduates will be needed that 
year above the 3,500 currently 
planned for existing schools. This 
means a 75 percent increase in 
training capacity. 


Professional Nurses * The nurse- 
population ratio in the United 
States has increased almost fivefold 
since 1910, according to the Public 
Health Service’s Division of Nurs- 
ing Resources. The ratio now is 
267 per 100,000 population, with 
an estimated 467,000 active profes- 
sional nurses in the 48 States and 
the District of Columbia in mid- 
1959 (table 2). The total number 


with projections to 1975 


of graduate professional nurses 
probably exceeds 800,000 including 
those who are inactive for any rea- 
son. 

In Hawaii there were 1,681 ac- 
tive registered nurses, or 320 per 
100,000 civilians in 1956.1! Data 
for Alaska are not available. 

The 1,145 schools of professional 
nursing enrolled about 113,000 stu- 
dents and graduated 30,410 nurses 
in the academic year 1957-58." 
Admissions to these schools may in- 
crease markedly by the mid-sixties, 
with the annual number of gradua- 
tions up to 37,000 by 1965 and still 
going higher. 

The number of nurses in relation 
to population will increase in ac- 
cordance with the currently 
planned output of nursing schools. 
The ratio is expected to be 284 


Supply of physicians, dentists, and active professional nurses: United States, 1930-59, 


Physicians 


Active 
Dentists 3 


D.O.? 


Estimated number 


professional 
nurses 4 


164, 900 154, 600 | 10, 300 | 73, 100 214, 300 
187, 600 175, 200 12, 400 | 81, 700 284, 200 
216, 200 203, 500 12, 700 86, 900 375, 000 
240, 300 226, 600 13, 700 97, 600 445, 000 
244, 500 230, 600 13, 900 98, 540 460, 000 
249, 100 235, 000 14, 100 99, 400 467, 000 
274, 800 259, 900 14, 900 106, 700 526, 000 
294, 900 279, 000 15, 900 112, 900 608, 000 
312, 800 296, 100 16, 700 
Rate per 100,000 population 5 
133. 9 125. 5 | 8. 4 59 175 
142. 0 132. 6 9. 4 62 216 
142. 5 134. 2 | 8.3 57 249 
140. 4 132. 4 8.0 | 57 | 263 
140. 5 132. 5 8.0 57 268 
140. 5 132. 7 8.0) 56 | 267 
140. 4 132. 8 7. 6 | 55 | 269 
137. 9 130. 5 a | 53 | 284 
133. 0 125. 9 4.1 


directories; projections by Public Health Service (see metholodogy in table 1). 


' Number of M.D.’s for 1957 from American Medical Directory, 1958; data for prior years based on earlier 


? Number of D.O.’s for 1957 from A Statistical Study of the Osteopathic Profession, December 31, 1957; data 
for prior years based on survival of graduates of U.S. schools of osteopathy; projections by Public Health Service. 


3 Number of D.D.S.’s for 1950-58 from Distribution of Dentists in the United States by State, Region, District 
and County (annual issues), adjusted to exclude graduates of years concerned; data for prior years based on sur- 
vivals of graduates of U.S. dental schools; projections by Public Health Service. 


‘ Number of nurses for 1958 from Facts About Nursing, 1959 edition; 1957 figure is midpoint between 1956 and 
1958 totals; data for prior years based on census enumerations, adjusted to exclude student nurses; projections by 


Public Health Service. 


5 Rates for physicians and dentists based on total population including Armed Forces overseas since persons in 


Federal service outside the U.S. are included. 


overseas since nurses in Federal service outside the U.S. are excluded. 


Rates for nurses based on total population excluding Armed Forces 


nurses per 100,000 persons in 1970, 
with about 608,000 professional 
nurses in active practice. 


Summary ¢ The future supply of 
physicians is not expected to keep 
up with the greatly accelerated rate 
of growth of the population. The 
predictions take into account esti- 
mates of the graduates of medical 
schools in the United States, new 
licentiates graduated from Ca- 
nadian and other foreign medical 
schools, and deaths among those in 
the profession. 

The number of graduates of U.S. 
medical schools currently predicted 
for existing and planned schools is 
expected to increase from about 
6,900 in 1959 to 7,400 in 1965. The 
number of physicians (M.D.) in 
the latter year will be about 260,- 
000, or 132.8 per 100,000 popula- 
tion which is about the present 
ratio. 

If the number of graduates of 

U.S. medical schools were to re- 
main at about 7,400 per year be- 
tween 1965 and 1975, while the 
foreign-educated physicians enter- 
ing practice in this country leveled 
off at 750 per year, the number of 
physicians (M.D.) in 1975 would 
be increased to 296,000. The ratio, 
however, will decrease to 125.9 
physicians per 100,000 persons. If 
the annual number of U.S. grad- 
uates were to be increased suffi- 
ciently to maintain the present 
physician-population ratio in 1975, 
the 1975 graduating class would 
have to be increased to approxi- 
mately 10,360, in order to have 
311,500 physicians (M.D.) in that 
year. 
The number of osteopathic phy- 
sicians is about 14,000, with 469 
graduates in 1959. If the annual 
graduating class is increased to 
about 525, by 1975 the supply of 
physicians (D.O.) may reach 16,- 
700. The ratio to population will 
have declined, however, from 8.0 
to 7.1 doctors per 100,000 popula- 
tion. 

Increases in dentist supply have 
been lagging behind the popula- 
tion growth despite large gains in 
the numbers being graduated. The 
annual number of graduates is ex- 
pected to increase from the present 
3,100 to nearly 3,500 by 1965. Un- 
less there are further increases, the 
number of dentists in 1975 will be 
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about 118,000, or 50 per 100,000 
population. To regain the 1958 ra- 
tio of 56 dentists per 100,000 pop- 
ulation requires 133,000 dentists in 
1975 and an additional 2,700 grad- 
uates that year above the number 
currently planned. 

The supply of professional nurses 
has more than kept pace with the 
population growth. With 467,000 
nurses now active, the ratio is 267 
per 100,000 persons. The annual 
number of graduates is expected to 
increase from 30,400 in 1958 to 
37,000 in 1965 and continue up- 
ward. On this basis, the ratio is 
expected to be 284 active profes- 
sional nurses per 100,000 popula- 
tion in 1970. 


1. American Medical Association: American 
medical directory; a register of physicians of 
the United States. Chicago, 1958, p. 11. 

2. Turner, E. L. et al.: Medical education 
in the United States and Canada. J.A.M.A. 
168:1503, Nov. 15, 1958. 

3. Pennell, E. H.: Location and movement 


DEPARTMENT OF PUBLIC AF 


Bureau of Public Education on Health 


AHA amends 
listing requirements 


> On August 26, 1959, the board 
of trustees of the American Hospi- 
tal Association amended its re- 
quirements for hospital listings. 
Previously, requirements provided 
that only “doctors of medicine” 
could practice in listed hospitals. 
The new listing requirements, 
which became effective August 26, 
provide that “doctors of medicine 
or doctors of osteopathy shall prac- 
tice in hospitals listed by the 
American Hospital Association.” 
(Subparagraph (3)) However, 
practice by doctors of medicine 
and doctors of osteopathy in listed 
hospitals must specifically conform 
to provisions relating to the gen- 
eral supervision of the clinical 
work by doctors of medicine (sub- 
paragraph (5)). 

Since the listing requirements 
were amended, the Mary Greeley 
Hospital, Ames, Iowa, has been 


of physicians. Methods for estimating physician 
resources. Pub. Health Rep. 59:281-305, Mar. 
3, 1944, 

4. Weiskotten, H. G., and Altenderfer, M. 
E.: Trends in medical practice. An analysis of 
the distribution and characteristics of medical 
college graduates, 1915-45. J.M. Educ., 31 
(pt. 2):2 (1956). 

5. U.S. Public Health Service: Health man- 
power source book. 9. Physicians, dentists, and 
professional nurses. PHS Pub. No. 263, sec. 9. 
Washington, D.C., U.S. Government Printing 
Office, 1959, 79 pp. 

6. Mills, L. W.: Osteopathic education. Ed- 
ucational supplement 11:3, January 1959 re- 
print from J.A.O.A. 

7. American Osteopathic Association: A sta- 
tistical study of the osteopathic profession, De- 
cember 31, 1957. Chicago, 1958. 

8. American Dental Association, Bureau of 
Economic Research and Statistics: Distribution 
of dentists in the United States by State, re- 
gion, district and county. Chicago, 1958, p. 5. 

9. American Dental Association, Bureau of 
Economic Research and Statistics: An inventory 
of dentists: age, membership, type of practice, 
dental school and location. J. Am. Dent. A. 
58:93-101, May 1959. 

10. American Dental Association, Council on 
Dental Education: Dental students’ register, 
1958-59. Chicago, 1959, tables 1 and 5. 

11. American Nurses Association: Facts about 
nursing: a statistical summary, 1959 edition. 
New York, p. 9. 

12. National League for Nursing: State ap- 
proved schools of professional nursing, 1959 
Edition. New York, p. 40. 


FAIRS 


listed by the American Hospital 
Association. This is a municipally 
owned institution and is used joint- 
ly by M.D.’s and D.O.’s. Applica- 
tions for listing have also been sub- 
mitted to the American Hospital 
Association by other hospitals joint- 
ly used by M.D.’s and D.O.’s. 

It is important to recognize the 
fact that the requirements for list- 
ing by the American Hospital As- 
sociation are independent of the 
Standards for Hospital Accredita- 
tion, established and administered 
by the Joint Commission on Ac- 
creditation of Hospitals. The Joint 
Commission voted last December 5 
to maintain unchanged its present 
policy of refusing to accredit hos- 
pitals which admit doctors of os- 
teopathy to staff membership. Thus 
hospitals jointly used by M.D.’s 
and D.O.’s may be listed by the 
American Hospital Association 
without being accredited by the 
Joint Commission on Accreditation 
of Hospitals. 

The “Requirements for Accept- 
ing Hospitals for Listing by the 
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American Hospital Association,” 
as approved by the Association’s 
trustees on August 26, follows: 


The primary aim of the Program of 
Accepting Hospitals for Listing is to pro- 
vide a census of hospitals. Listing is not 
intended to be a measure of quality of 
care, 

Any institution which can be classified 
as a hospital, according to the require- 
ments, may be listed if it so desires. 
Membership in the American Hospital 
Association is not a prerequisite. 

1. The hospital shall have at least six 
beds for the care of patients who are 
nonrelated, who are sick, and who stay 
on the average in excess of 24 hours per 
admission. 

2. The hospital shall be licensed in those 
states and provinces having licensing 
laws. 

3. Only doctors of medicine or doctors 


of osteopathy shall practice in hospitals 
listed by the American Hospital Associa- 
tion. (This requirement is not intended 
to eliminate dental and similar services 
from the hospital. Patients admitted for 
such services, however, must have an ad- 
mission history and a physical examina- 
tion done by a physician on the staff of 
the hospital, and a physician on the staff 
of the hospital shall be responsible for 
the patient’s medical care throughout his 
stay. ) 

4. Duly authorized bylaws for the staff 
of physicians shall be adopted by the 
hospital. 

5. The hospital shall submit evidence of 
regular care of the patient by the attend- 
ing physician and of general supervision 
of the clinical work by doctors of medi- 
cine. 

6. Records of clinical work shall be 
maintained by the hospital on all patients 
and shall be available for reference. 


7. Registered nurse supervision and such 
other nursing service as is necessary to 
provide patient care around the clock 
shall be available at the hospital. 
8. The hospital shall offer services more 
intensive than those required merely for 
room, board, personal services, and gen- 
eral nursing care. 
9. Minimal surgical or obstetrical facili- 
ties (including operating or delivery 
room), or relatively complete diagnostic 
facilities and treatment facilities for med- 
ical patients, shall be available at the 
hospital. 
10. Diagnostic x-ray services shall be 
regularly and conveniently available. 
11. Clinical laboratory services shall be 
regularly and conveniently available. 
The American Hospital Association 
may, at the sole discretion of its Board 
of Trustees, grant, deny or withdraw the 
listing of any hospital. 


Winners of the third annual A.O.A. journalism awards receive $100 
checks and plaques—Left, Betty Kohlman of the Tampa, Florida, 
Tribune, is given award by Dr. Wardell E. Stanfield, Dade City, 
Florida, president of the Florida Osteopathic Association; below, 
left, Dr. Chester D. Swope, Washington, D.C., makes presentation to 
Brian Duff of the San Diego, California, Union, and Dr. Phil R. Rus- 
sell to Blair Justice, of the Fort Worth, Texas, Star Telegram. 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment made avail- 
able on the market. It is a reference section prepared by THE JouRNAL from descriptive material furnished by ethical manufac- 
turers. The American Osteopathic Association does not necessarily advocate the use of these products nor disapprove any 
product not included. The purpose of the section is to provide trustworthy information in a convenient form. 


RELA™ 


Chemistry ¢ Rela is a brand of 
carisoprodol, which combines mus- 
cle-relaxing and analgesic proper- 
ties. 


Pharmacodynamics * Rela relaxes 
abnormal tension of skeletal mus- 
cles by a selective blocking action 
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on the interneurons. Experimental 
studies have shown that carisopro- 
dol is approximately eight times as 
potent as either meprobamate or 
mephenesin in relaxing induced 
spasticity in animals. The drug ap- 
pears to modify central perception 
of pain without affecting peripheral 
pain or withdrawal reflexes. Ex- 
periments have demonstrated that 
the drug is particularly effective in 
counteracting decerebrate rigidity 
and associated spasticity in anti- 
gravity muscles. In clinical appli- 
cation this selective relaxant action 
appears to be equally effective in 
relaxing spasticity in similarly af- 
fected muscles. 


Toxicology * Rela appears to af- 
ford a high degree of safety. No 
toxic changes have been observed 
in respiratory function, blood pres- 
sure or blood chemistry, or in renal, 
hepatic, or endocrine function. Side 
effects are seldom encountered at 
recommended doses; sleepiness has 


occurred in some patients at high- 
er doses but tends to disappear as 
dosage is reduced. Should symp- 
toms of hypersensitivity such as 
skin rash occur, the drug should be 
discontinued and appropriate ther- 
apy instituted. 


Indications ¢ Rela (carisoprodol ) 
is most beneficial in those condi- 
tions of the musculoskeletal system 
characterized by pain, stiffness, and 
spasm, as in lumbosacral or sacro- 
iliac strain, whiplash injuries, bur- 
sitis, tenosynovitis, fibrositis, fibro- 
myositis, torticollis, postoperative 
myalgia, and disk syndrome. 


Dosage schedule * The recom- 

mended adult dose of Rela is one 
350-mg. tablet 3 times daily and at 
bedtime. 


How supplied ¢ Rela tablets, 350 
mg., bottles of 30. 


Manufacturer * Schering Corpora- 
tion, Bloomfield, New Jersey. 
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METRECAL 


Chemistry * Metrecal is a com- 
plete food supplied in powder 
form to be mixed with water to 
make beverage meals. It is a blend 
of protein, carbohydrate, and fat, 
with all essential vitamins and min- 
erals added in amounts meeting 
or exceeding minimum daily re- 
quirements. 


Pharmacodynamics * Metrecal 
provides accurate control of cal- 
ories through its known composi- 
tion and readily measured intake, 
permitting patients to control 
weight without recourse to appetite 
depressants, fad diets, or complex 
schedules. Patient cooperation is 
high because the food offers high 
satiety value, simplicity of use, and 
variety obtainable by flavoring. 
Metrecal supplies optimum nutri- 
tion on a low-calorie diet, thus pre- 
venting dietary deficiencies during 
the weight-loss program. Since it 
has a relatively high unsaturated 
fat content and low cholesterol 
value, it is useful for the mainte- 
nance of good nutrition and weight 
control in geriatric and arterioscle- 
rotic patients. It is effective when 
used as the sole source of food in 
the reducing programs of over- 
weight patients, or as the key fac- 
tor in a diet which includes other 


foods or allows more liberal caloric 
content. It is helpful in maintain- 
ing the desired weight when that 
level has been attained. Metrecal 
contains all known essential nu- 
trients; its constituents are nonfat 
milk solids, whole milk solids, soya 
flour, sucrose, starch, corn oil, coco- 
nut oil, yeast, flavoring, and chon- 
drus extract, plus eleven vitamins 
and ten minerals. The caloric dis- 
tribution is protein 30.5 per cent, 
fat 19.5 per cent, and carbohydrate 
50 per cent. 


Dosage schedule * One can (% 
Ib.) of Metrecal mixed with a quart 
of water makes four large glasses 
of beverage which may be taken 
as three regular meals and one at 
bedtime; the total amount may be 
divided, of course, into more or 
fewer servings as desired. It may 
be advisable to add an anticonsti- 
pant with bulking properties, and 
in case of excessive perspiration, 
provision should be made for am- 
ple intake of sodium. Directions 
for mixing various quantities of 
Metrecal and for flavoring in vari- 
ous ways are included with each 
can. 


How supplied « Three %-Ib. cans 
per package. 


Manufacturer * Mead Johnson & 
Company, Evansville 21, Indiana 
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CARDIAC MONITORING AND 
RESUSCITATION CENTER 


Description * The Birtcher 390 
Mobile Cardiac Monitoring and 
Resuscitation Center provides all 
the necessary electronic instru- 
ments for the monitoring of surgi- 
cal procedures and for resuscitation 
if cardiac arrest occurs despite pre- 
cautions. Since cardiac arrest is an 
ever-present danger during anes- 
thesia, and can occur during rou- 
tine procedures even if the patient 
has no prior record of cardiac dis- 
ease, the modern trend is toward 
equipping every operating room 
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with appropriate instruments. Con- 
tinuous monitoring of every patient 
can prevent most cardiac arrests 
by providing advance warning; in 
cases where the accident cannot be 
prevented, instruments to reverse 
the arrest and restore circulation 
should always be instantly avail- 
able. The Birtcher Center includes 
the 360 Cardioscope, the 381 EEG 
Pre-Amplifier, the 380 Electronic 
Switch for providing a dual trace, 
the 225 Defibrillator, and the 230 
Heartpacer, all mounted on a 
Birtcher 372 5-foot mobile pyramid 
cabinet. The installation comes 
complete with all necessary cables 
and the accessories which are 


standard with the instruments. 


Ample space is provided in two 
large drawers for the storage of 
accessories and other items needed 
by the resuscitation team. 


How supplied ¢ The instruments 
comprising the Center retail sep- 
arately for a total of $3,900; as a 
unit the Birtcher Cardiac Monitor- 
ing and Resuscitation Center is 
available for $3,500. A full-color 
catalog with complete description 
is available from the manufacturer 
on request. 


Manufacturer * The Birtcher Cor- 
poration, 4371 Valley Blvd., Los 
Angeles 32, California. 
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DARCIL* 


Chemistry * Darcil is phenethicil- 
lin potassium, produced chemically 
by reacting alpha-phenoxypropio- 
nyl chloride, the phenylether of 
lactic acid, with 6-amino-penicil- 
lanic acid produced by fermenta- 
tion. The molecular formula is: 
C,;Hio9KN.O;S. 


Pharmacodynamics * Darcil is a 
new penicillin molecule which is 
highly stable in acid solutions. Ef- 
ficiently absorbed from the gastro- 
intestinal tract, it yields rapid and 
high serum concentrations of peni- 
cillin. Urinary excretion is approxi- 
mately twice that following equiva- 
lent dosage of penicillin V. Darcil 
is similar to other penicillins in its 
in vitro antibacterial spectrum, but 
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appears to be more lethal to clini- 
cal isolates of certain strains of 
staphylococci resistant to the nat- 
ural penicillins. The drug is well 
tolerated and has the advantage of 
greater safety by virtue of its ef- 
fectiveness on oral administration. 
The new penicillin compound has 
been studied chemically, pharma- 
cologically, toxicologically, and 
clinically. In one clinical study, 
19 strains of Staphylococcus aureus 
and 7 strains of beta hemolytic 
streptococcus were found to be re- 
markably susceptible to Darcil. 
The clinical entities included acute 
tonsillitis, acute pharyngitis, otitis 
media, otitis externa, cellulitis, 
furunculosis, carbuncle, pyoderma, 
impetigo, abscess, thrombophlebi- 
tis, and Vincent’s angina. The rate 
of cure was high, and no evidence 
of intolerance or allergic reaction 


was observed. 


Toxicology ¢ Allergic reactions to 
oral penicillin, which occur rarely, 
are more likely to appear in pa- 
tients with histories of hay fever, 
asthma, or previous adverse reac- 
tion to penicillin. If penicillin treat- 
ment in such patients is imperative, 
the physician should have available 
such drugs as epinephrine and anti- 
histamines, for intravenous admin- 
istration. Oral penicillin in rare 
instances may provoke acute ana- 
phylaxis, especially in persons sen- 
sitized to penicillin. Antibiotic 
treatment occasionally results in 
the overgrowth of nonsusceptible 


organisms, requiring special meas- 
ures. Loose stools have been re- 
ported occasionally; other signs of 
toxicity are rare. 


Indications * Darcil is recommend- 
ed for the treatment of the follow- 
ing infections caused by penicillin- 
susceptible bacteria: Respiratory 
tract: acute pharyngitis, septic sore 
throat, tonsillitis, otitis media, 
laryngitis, cervical adenitis, bron- 
chitis, and lobar or bronchopneu- 
monia. Skin, soft tissue, and surgi- 
cal infections: erysipelas, cellulitis, 
lymphangitis, wound infections, 
and pyoderma. Urinary tract in- 
fections: gonorrhea, acute and 
chronic cystitis, pyelonephritis, and 
prostatitis. Other infections: scar- 
let fever and puerperal sepsis. The 
clinical usefulness of Darcil in 
syphilis, endocarditis, or meningi- 
tis has not been established. 


Dosage schedule * The recom- 
mended dose of Darcil is 250 mg. 
(400,000 units ) three times a day. 


How supplied ¢ Darcil is supplied 
in vials of 36 peach-colored, scored, 
250-mg. tablets. 


Manufacturer * Wyeth Laborato- 
ries, Philadelphia 1, Pennsylvania. 


References * Morigi, E. M. E., and 
others, Antibiotic Annual 1959- 
1960, pp. 127-132. Cronk, G. A., 
and others, ibid. 133-145. Goure- 
vitch, A., and others, ibid. 111-118. 


®Trademark of related company. 


INSTANT VITA-DRINK 


Chemistry * The new Stuart In- 
stant Vita-Drink is a complete mul- 
tivitamin preparation concentrated 
in granular powder form for mix- 
ing with water. Each level tea- 
spoonful contains the following 
quantities of vitamins: A (palmi- 
tate) 5,000 USP units; D (activat- 
ed ergosterol) 1,000 USP units; C 
(ascorbic acid) 75 mg.; B, (thia- 
mine mononitrate) 2 mg.; B, (ribo- 
flavin phosphate sodium) 2 mg.; 
B, (pyridoxine hydrochloride) 1.2 
mg.; B,. as Ionex-12 (from cobala- 
min) 3 mcg.; niacinamide 10 mg.; 
d-calcium pantothenate 3 mg. 


Description ¢ Vita-Drink is avail- 
able in three flavors: orange, and 
effervescing cherry and grape. For 
consumption, 1 level teaspoonful is 
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mixed with 4 to 6 ounces of cold 
water. The product is low in cal- 
ories (10 calories per teaspoonful ) 
and so is especially recommended 
for individuals who are reducing as 
well as those who must limit their 
sugar intake. The drink is also ac- 
ceptable to convalescents and a 
welcome refreshment between 
meals for children. 


Dosage schedule ¢ One level tea- 
spoonful daily, or more as directed 
by physician. 


How supplied * Orange, cherry, 
and grape flavors in granular pow- 
der form, 4.5-ounce packages (30- 
day supply), $1.80 each. 


Manufacturer * The Stuart Com- 
pany, 3360 East Foothill Blvd., 
Pasadena, California. 
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DURA-TAB S.M.® 
AMINOPHYLLINE 


Chemistry ¢ Each Dura-Tab pro- 
vides 4.5 grains of aminophylline 
in sustained-action, controlled-re- 
lease form. 


Pharmacodynamics * The ability 
of aminophylline to relieve bron- 
chial asthma through relaxation of 
bronchiole smooth muscle is well 
known. By allaying bronchospasm 
the drug 
breathing capacity. In the treat- 
ment of cardiac conditions amino- 


increases maximum 


phylline is a useful diuretic and 
cardiotone. It increases the force 
and rate of contraction and acts to 
strengthen the myocardium, result- 


ing in greater cardiac output. Al- 
though oral administration is most 
desirable for treating chronic or 
recurrent disease, such use has 
been limited because of undesirable 
side effects resulting from gastric 
irritation. Dura-Tab S.M. Amino- 
phylline virtually eliminates gastric 
irritation because only a fraction 
of the total daily dose comes in 
contact with gastric membranes, 
the rest being slowly absorbed over 
a large area all along the gastroin- 
testinal tract. This assures a pre- 
dictable, prolonged, uniform, 
smooth level of therapeutic activ- 
ity, each dose maintaining effective 
plasma levels for 10 to 12 hours. 


Indications * Dura-Tab S.M. Ami- 
nophylline is indicated for use in 


chronic asthma, congestive heart 


failure, paroxysmal dyspnea, 
Cheyne-Stokes respiration, angina 
pectoris, pulmonary edema, and 
certain other cardiopulmonary con- 


ditions. 


Dosage schedule * One or two 
Dura-Tab S.M. Aminophylline (4.5 
grains ) every 12 hours; for children 
under 10, the dose is one-half 
Dura-Tab every 8 to 10 hours as 
required. 


How supplied * Dura-Tab S.M. 
Aminophylline Tablets, bottles of 
30, 100, and 250. 


Manufacturer * Wynn Pharmacal 
Corporation, Philadelphia, Pennsyl- 
vania. 


-GURRENT LITERATURE 


Fibrinolysin (plasmin) therapy 
in acute deep thrombophlebitis: 
A controlled study 


> Encouraging results with a combined-treatment 
program in 62 cases of acute deep thrombophlebitis 
are reported by Kenneth M. Moser, M.D., Stephen 
B. Sulavik, M.D., and George C. Hajjar, M.D., in 
Circulation, March 1960. In this study, 30 patients 
were treated with anticoagulant drugs alone and 32 
received the same treatment plus intravenous fibri- 
nolysin. The results suggest that the combined treat- 
ment leads to a more rapid resolution of the acute 
phlebitis and may reduce the incidence of phlebitic 
recurrence and pulmonary embolism. 
As in any disease not subject to precise diagnosis, 
prognosis, and etiologic definition, the problem of 
treating deep thrombophlebitis has been complex 
and controversial. On the basis of preliminary im- 
pressions regarding the therapeutic value of fibrino- 
lysin, it seemed mandatory to carry out controlled 
clinical studies. Acute deep venous thrombosis of the 
lower extremities was the disease entity chosen for 
investigation because it was frequently encountered 
in the authors’ environment, any temperature eleva- 
tion caused by fibrinolysin would be unlikely to af- 
fect the patients adversely, the mortality rate in this 
disease is low enough to allow adequate follow-up, 
objective criteria exist for determining therapeutic 
effects, and finally, the available methods of treat- 
ment were far from satisfactory. Theoretically, fibri- 
nolysin should aid anticoagulant therapy by prompt- 
ly dissolving the offending thrombus, thus relieving 
venous occlusion and eliminating the source of em- 
bolism. Moreover, prompt thrombolysis should re- 
duce the postphlebitic syndrome which is a manifes- 
tation of chronic deep venous obstruction. Frequency 
of phlebitic recurrence might also be reduced; how- 
ever, if the recurrence is determined by a primary 
vascular abnormality or by a hypercoagulable state, 
only prolonged anticoagulant therapy would protect 
against redevelopment of venous thrombosis. Effec- 
tive fibrinolytic treatment depends on a firmly estab- 
lished diagnosis, adequate dosage (75-100,000 units 
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administered over 2 to 4 hours, once daily for 2 days, 
is suggested), the early stage of the thrombus (first 
3 or 4 days, in experimental animals; 5 to 10 days in 
the authors’ series), accessibility of the venous clot 
to fibrinolysin, and concurrent anticoagulant therapy. 

In the authors’ study, the addition of fibrinolysin 
to the regimen appeared to lead to more rapid clear- 
ing of the acute episode and to diminish the short- 
term incidence of phlebitic recurrence and pulmo- 
nary embolism; postphlebitic residuals were encoun- 
tered with almost equal frequency in the two groups 
of patients. Greater short-term differences in thera- 
peutic response of the two groups occurred when 
treatment was instituted within 5 days after the on- 
set of phlebitis. The long-term prognosis cannot be 
firmly established on the basis of the data from this 
study; some incidence of recurrence and embolism, 
however, can be expected in both groups. The use 
of fibrinolysis does not appear to be contraindicated 
in patients with allergic or collagen-vascular disor- 
ders, although observations in subjects with rheuma- 
toid arthritis should be extended. 


A new treatment of upper 
respiratory infections with 
trypsin-phenylephrine nose drops 


> A medication containing trypsin in addition to a 
vasoconstrictor appears to be more effective than 
other available preparations, according to a report 
by Anthony J. Maffia, M.D., Morrison Levbarg, M.D.., 
Louis A. Perillo, M.D., and William Greenberg, 
M.D., in Archives of Pediatrics, January 1960. The 
two basic problems in the treatment of respiratory 
infections are initiation of proper drainage and pro- 
motion of adequate aeration. Chemotherapeutic and 
antibiotic agents in nose drops are not only of ques- 
tionable value but carry the risk of sensitization to 
the drugs and the development of resistant strains 
of bacteria. The use of such potent agents as corti- 
costeroids in a nasal medication for the symptomatic 
relief of upper respiratory infections is not desirable. 
The medication investigated by the authors contains 
trypsin and phenylephrine, which together aid ciliary 
removal of secretions and crusts and directly reduce 
the nasal mucous membrane. Trypsin is also a non- 
steroid anti-inflammatory enzyme which reduces 
edema but does not interfere with the normal physi- 
ology of the nasal mucosa or with ciliary function. 
Phenylephrine has through many years of use been 
found an effective and safe nasal vasoconstrictor with 
virtually no side effects. 

In 202 infants and children with upper respiratory 


767 


| 
| 
i 
| 
| ax 
i} 
| 
| 
| 
H 
i| 
i 
| 
— 
i 
Pig 
i 


infections or exacerbation of chronic sinusitis treated 
with these nose drops, response was excellent in 175 
(87 per cent), good in 23 (11 per cent), and poor in 
4 (2 per cent). All except 3 of the children accepted 
the nose drops well and reported that there was no 
discomfort or unpleasant effect; 3 complained of a 
stinging sensation lasting for several minutes follow- 
ing application of the drug. No allergic reactions 
(sneezing, increased edema, or increased discharge ) 
were noted, nor was there evidence of rebound phe- 
nomena or toxicity. 


Diagnosis and treatment of 
osteoporosis 


>» Among the many published reports on osteoporo- 
sis there are few which include comprehensive fol- 
low-up studies, according to a report by James A. 
Nicholas, M.D., and Philip D. Wilson, M.D., in The 
Journal of the American Medical Association, De- 
cember 26, 1959. This paper reports the characteristic 
features of 55 additional cases, with treatment and 
follow-up data. These patients were among 105 hos- 
pitalized for spontaneous vertebral compression 
fractures. The diagnosis of osteoporosis was made 
only after the exclusion of all other known causes of 
such fractures. 

Osteoporosis is the most common of all diseases 
producing vertebral compression. It is characterized 
by remissions and exacerbations, producing shorten- 
ing of stature, pain, and deformity. In this series of 
55 patients, more than half had had symptoms last- 
ing for 1 to 5 years or more. Of the 46 women af- 
flicted with severe osteoporosis, 12 had a history of 
low dietary calcium intake, induced menopause, and 
cholecystectomy. In the authors’ opinion, such a triad 
should alert one to the possibility that this disease is 
present. 

Relapses are common. Ten of the 55 patients did 
not improve, but required a series of successive hos- 
pitalizations and continual care. Most patients with 
severe osteoporosis, however, can be returned to a 
reasonably comfortable life. A third of these patients 
required absolute bed rest for six weeks before their 
gradual return to normal activity. No biochemical or 
roentgenographic evidence of benefit was noted in 
any of the patients receiving hormones, but more 
than half said they felt better while taking such 
medications. Indications for hormone treatment are 
guided largely by the duration and severity of symp- 
toms and by the patient’s tolerance for sex hormones. 
It is not necessary to treat the fractures with plaster 
casts. 


A new noncrushing intestinal clamp 


> An instrument that overcomes the limitations of 
intestinal clamps now in general use has been de- 
signed by Harold Masters, M.D., who describes the 
new, lightweight clamp in California Medicine, De- 
cember 1959. The currently used “soft” clamps, 8 to 
12 inches long, are of limited value when exposure 
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is restricted and space limited; right-angle clamps 
have handles 10 to 15 inches long and are particu- 
larly suited only to anterior resections. A light, non- 
crushing clamp with a small handle, however, could 
presumably be used anywhere within the abdominal 
cavity where occlusion of the intestine was needed. 
Ideally, such an instrument could be applied as 
simply as a bull-dog clamp is applied to a blood 
vessel in vascular operations. 

To meet these requirements, the new clamp was 
made to weigh less than 2 ounces, and to have blades 
of different lengths; longitudinal serrations prevent 
slippage; and the handle of the instrument is at right 
angles to the jaws. The clamp has been used in a 
large number of intestinal operations and has been 
found to overcome many of the difficulties noted 
with clamps of the kind formerly used. It is obtain- 
able from V. Mueller and Company, Chicago. 


Drug allergy in pediatric practice 


> The paucity of reports on drug sensitivities, in 
current American pediatric literature, prompted this 
review by Haskell Rabinowitz, M.D., and Salmon R. 
Halpern, M.D., in The Journal of Pediatrics, January 
1960. In view of the thousands of new drugs, and 
the fact that every drug is a potential allergenic 
agent, the scope of the problem of physicians in this 
country, who issue about 790,000,000 prescriptions 
annually, is apparent. This review covers problems 
of terminology, factors influencing sensitization, 
manifestations, prevention and treatment, and the 
mechanisms involved in allergic reactions to drugs. 
A list of 115 references is appended. 

Drug allergy should be suspected whenever clin- 
ical manifestations appear that are not easily ex- 
plained by the patient's illness. The disturbance may 
be immediate, as in anaphylaxis, asthma, rhinitis, 
skin and _ gastrointestinal conditions, eosinophilic 
pneumonitis, or Loeffler’s syndrome; or reactions 
may be delayed, serum sickness being the prototype 
of these manifestations. Vascular manifestations such 
as polyarteritis nodosa or lupus erythematosus are 
more unusual, but extremely serious. Dermatologic 
reactions form by far the largest group, ranging from 
mild contact dermatitis to the often fatal exfoliative 
dermatitis. Serious hematologic, hepatic, and neuro- 
logic reactions also may occur. 

Among the countless drugs, new and old, that 
produce reactions, extremely important are the anal- 
gesics, sedatives, and anticonvulsants, because these 
drugs are used so often and indiscriminately. Aspirin 
for example can produce serious reactions in known 
asthmatic individuals. Drugs of protein composition 
cause allergic reactions, and antihistamines are 
known to be potent topical sensitizers. 

A family history of allergy, or previous drug reac- 
tions in the patient, should alert the physician to the 
possibility that drug allergy will occur. A physician 
should believe a patient who says he is allergic to a 
drug. Testing by the scratch, intradermal, or con- 
junctival method is recommended before the ad- 
ministration of heterologous sera, radiographic me- 


dia, or penicillin, whenever there is a history of drug 
allergy. If a drug must be given despite a suspicious 
history, great caution must be exercised, and aqueous 
epinephrine 1:1,000 should be at hand for immediate 
injection at any sign of allergic reaction. 

There is need for more and better reporting of 
allergic reactions to drugs so that the practitioner 
will have this information readily available. The 
number of serious hypersensitivity reactions would 
be considerably reduced, however, if physicians 
would always weigh the necessity for administering 
the drug against the possible risks involved. 


Abnormal uterine bleeding 


> Several important aspects of the complex prob- 
lem of abnormal uterine bleeding are surveyed in a 
group of articles in the American Journal of Obstet- 
rics and Gynecology, January 1960. The discussions 
involve etiologic concepts as well as clinical and lab- 
oratory studies, and hold practical interest for physi- 
cians in general. The titles and authors are: Bloody 
Dyscrasia as a Causative Factor in Abnormal Uterine 
Bleeding, H. Melvin Radman, M.D.; Coagulation 
Studies of Patients with Abnormal Uterine Bleeding, 
Arthur J. Seaman, M.D., and Ralph C. Benson, M.D.; 
Postmenopausal Uterine Bleeding of Psychogenic 
Origin, Marcel Heiman, M.D., and William J. Sha- 
piro, M.D.; and Habitual Premenstrual Spotting fol- 
lowing Electrocauterization of the Cervix: a Newly 
Observed Phenomenon, Louise Branscomb, M.D. 


Primary repair of compound skull fractures 
in children 


> The use of free bone fragments in the repair of 
skull defects at the time of debridement is reported 
by Kenneth W. Carrington, M.D., James A. Taren, 
M.D., and Edgar A. Kahn, M.D., in Surgery, Gyne- 
cology & Obstetrics, February 1960. Of the 20 chil- 
dren treated in this way by the authors, primary 
healing resulted in all, and it is believed that the in- 
cidence of post-traumatic epilepsy may have been 
reduced by this procedure. In two instances the 
supraorbital ridge was replaced as a free fragment 
with an excellent cosmetic result. The authors stress 
the necessity of dural closure either primarily or by 
graft, when bone fragments are to be replaced. 
Although the principle of early debridement of 
compound skull fractures is well established, there is 
no complete agreement as to the immediate handling 
of the ensuing bony defect. In the authors’ opinion, 
it is especially important to repair these defects in 
children at the time of debridement, for the follow- 
ing reasons: The defects are a source of danger to 
the patient; they are difficult to repair secondarily in 
children because of the child’s comparatively thin 
skull; prostheses are more apt to loosen or fracture; 
pulsation of the unsupported brain may lead to cere- 
bral atrophy and neurologic deficit; the defects may 
contribute to the development of epilepsy. 
The 20 cases of compound skull fracture reported 
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in this article were treated at the University of Michi- 
gan Hospital during a 7-year period. In all but 2 
cases, debridement and replacement of the bone 
fragments were carried out within 2 or 3 days after 
the accident. Fourteen patients had dural lacerations 
which were closed primarily or with dural grafts, 
and 12 had cortical lacerations with loss of brain 
tissue; in no case has permanent neurologic deficit 
resulted. The authors advise that even in the ab- 
sence of dural laceration, a small opening be made 
in the dura at the time of repair to permit subdural 
exploration. Three patients had convulsions in the 
immediate postoperative period, but there have been 
no subsequent seizures. Primary healing without 
pulsatile defect has resulted in all cases, and there 
have been no complications. In the article the 20 
cases are summarized in tabular form, and 4 are de- 
scribed in detail. 


Current practices in general medicine: 
Viral diseases 


> To bring the practitioner abreast of current rapid 
advances in the field of viral diseases is the purpose 
of this article by William J. Martin, M.D., and Wil- 
liam E. Wellman, M.D., in Proceedings of the Staff 
Meetings of The Mayo Clinic, January 20, 1960. It 
is pointed out that while exact diagnosis can be made 
only by laboratory methods, clinical patterns may 
permit the clinician to tell the laboratory worker 
which viruses are suspected. The diagnosis may be 
established by demonstrating the virus, an antibody 
response, a specific antigen, or morphologic struc- 
tures in tissues. One must have clinical patterns com- 
patible with laboratory results; for example, recovery 
of herpes simplex virus from the mouth in an obscure 
illness is not evidence that the virus was responsible. 

Recently described clinical aspects are reviewed 
for each of the following viral diseases: smallpox, 
measles, chickenpox, herpes zoster, herpes simplex, 
mumps, poliomyelitis, Coxsackie disease, ECHO dis- 
ease, adenovirus disease, encephalitis, lymphocytic 
choriomeningitis, rabies, influenza, hepatitis, and 
Colorado tick fever. Infection with a virus is fol- 
lowed by the development of antibodies to the spe- 
cific virus, and immunity is correlated with the con- 
tinued availability of these antibodies. Yet it is not 
known why immunity is not developed to certain 
viral diseases (herpes simplex), but persists indefi- 
nitely with others (mumps). Also, in some diseases, 
such as rabies, inactivated viruses can produce effec- 
tive immunity, but not in others, such as smallpox. 

The major therapeutic agents in viral diseases in- 
clude vaccines prepared from live, attenuated, or 
killed viruses. Live viruses are used in vaccination 
against smallpox and yellow fever, and both live and 
killed viruses are used against rabies, influenza, the 
encephalitides, poliomyelitis, and adenovirus infec- 
tion, and experimentally against mumps. Vaccines 
made from attenuated and killed viruses are being 
used experimentally in measles. An advance in anti- 
rabies vaccination is a suspension of embryonic duck 
tissue containing killed rabies virus; the availability 
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of hyperimmune serum may represent another ad- 
vance in this field. The use of steroids in viral disease 
is still controversial; in some instances they have 
definitely been found hazardous. Antibiotic therapy 
is important in the management of postviral infec- 
tions. Some viral diseases are controlled by eradi- 
cation of vectors and vaccination of susceptible ani- 
mals, procedures which help prevent the spread of 
viral disease to man. 


Expeditious evaluation of circumscribed 
pulmonary shadows 


> When chest roentgenograms show rounded shad- 
ows with little if any calcification, early thoracotomy 
is highly important, according to a report by Allen E. 
Greer, M.D., John M. Carey, M.D., and Nazih Zuhdi, 
M.D., in The Journal of the American Medical Asso- 
ciation, November 28, 1959. Whether the indicated 
lesions are benign or malignant cannot be determined 
without an exploratory operation and microscopic 
examination of the mass. In addition, expeditious 
evaluation of such peripheral nodules requires ade- 
quate history, physical examination, and posteroan- 
terior and lateral roentgenograms of the chest. 

The authors report 85 cases in which there were 
no pulmonary symptoms, and the roentgenograms 
showed a generally rounded shadow confined to the 
lung parenchyma, with evidence of either small flecks 
of calcium or none at all. Sixty-two of the lesions 
occurred in patients under 60 years of age, and 24 
(39 per cent) of these were malignant. Twenty- 
three were in patients over 60, and 13 (57 per cent) 
of these were malignant. In short, one-half of the 85 
patients had neoplasms and almost one-third had 
primary carcinoma of the lung. Although none of the 
patients had respiratory symptoms, their histories in- 
cluded previous active tuberculosis, residence in an 
area where coccidioidomycosis and histoplasmosis 
are endemic, or ingestion of mineral oil which might 
indicate a granulomatous process. Since the lung 
shadows described are of an indeterminate nature, 
only a few days should be spent in making the rele- 
vant diagnostic procedures. These solitary circum- 
scribed lesions are often malignant and are most 
favorable for cure by early resection. 


Paget’s disease 


> Changes occurring following treatment of Paget’s 
disease with the newer hormonal agents are discussed 
by Felix O. Kolb, M.D., in California Medicine, No- 
vember 1959. It is generally accepted that the pri- 
mary event in this disorder is an accelerated, lo- 
calized breakdown of bone, particularly in areas 
subjected to the greatest stress. Since the cause of 
such breakdown is not known, however, treatment in 
the past has been largely empirical, including the 
use of vitamins C and D and calcium. The adminis- 
tration of estrogen, on the basis of the similarity 
between Paget’s disease and postmenopausal osteo- 
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porosis, has seemed to lessen the hypercalciuria and 
promote bone repair. 

Better understanding of bone physiology has indi- 
cated the need of agents to enhance bone anabolism 
in order to heal the lesions of Paget’s disease. On the 
basis of his experience, the author concludes that the 
anabolic steroid hormones, especially long-acting 
testosterone and estrogen preparations, are the treat- 
ment of choice. Details of the management of three 
patients over a period of 4 years are given in the 
article. Specifically, the hormones promote bone re- 
pair, lessen bone pain, and decrease urinary excre- 
tion of calcium; they do not arrest the disease but 
apparently slow its progress. Corticotropin and corti- 
sone, in large doses, appear to stop the catabolic 
phase of the disease more than they interfere with 
bone anabolism; the large doses required, however, 
act catabolically on normal bone and also produce 
undesirable side effects such as psychosis and indi- 
gestion, so that prolonged treatment is inadvisable. 

Information gained from the physiologic events in 
Paget’s disease are applicable to a variety of bone 
disorders. Thus, if hypercalciuria appears in connec- 
tion with diminished bone anabolism and _ con- 
tinued or enhanced bone catabolism, the primarily 
important treatment is mobilization, forcing of fluids, 
high protein intake, and possibly the addition of 
anabolic hormones. The intake of foods containing 
calcium should be curtailed in order to lessen hyper- 
calciuria and the possibility of renal stones, hypercal- 
cemia, and “chemical death” from calcium poisoning. 
In men particularly, there seems to be far less danger 
from calcium deficiency than there is from calcium 
eXCess. 


Photosensitivity due to chlorothiazide 
and hydrochlorothiazide 


> In view of the widespread use of chlorothiazide 
and hydrochlorothiazide, the cutaneous side effects 
of these compounds are of great practical importance, 
in the opinion of Leonard C. Harber, M.D., Alvin M. 
Lashinsky, M.D., and Rudolf L. Baer, M.D., as ex- 
pressed in The New England Journal of Medicine, 
December 31, 1959. The authors describe four cases 
of photosensitive eruptions similar to lichen planus 
and the lesions of sunburn. The patients were wom- 
en over 60 who had been receiving either chlorothia- 
zide or hydrochlorothiazide as treatment for hyper- 
tensive heart disease or congestive heart failure. 
Many features of the eruptions suggested a photo- 
allergic rather than a phototoxic mechanism. The 
authors’ evidence for this assumption is summarized 
as follows: The photosensitive eruptions occur in 
only a minute fraction of persons taking these drugs 
and exposed to sunlight. In two of the four cases a 
flare-up of previously involved areas, after very small 
exposure, could best be explained on the basis of 
allergenic mechanisms. Eruptions similar to lichen 
planus are not normally associated with phototoxic 
reactions, but for many years have been known to 
occur with allergic reactions to drugs; sunlight has 
also been suspected as a contributory factor. That 


these lesions actually represented photosensitivity 
due to chlorothiazide and hydrochlorothiazide rather 
than classic lichen planus was demonstrated by the 
authors’ experimental reproduction of the lesions by 
combination of drug ingestion and light exposure, 
and also by the rapid involution of the lesions when 
medication was stopped or when the patients were 
kept out of sunlight. 

The action spectrum in photosensitization due to 
these drugs was shown to be in the wave-length 
range between 2750 A and 3100 s—that is, in the 
sunburn part of the ultraviolet spectrum. 


Myocardial infarction in the 
perinatal period 


> Two cases of myocardial infarction in newborn 
infants are reported in this article by Ralph Richart, 
M.D., and Kurt Benirschke, M.D., in The Journal of 
Pediatrics, December 1959. Although myocardial in- 
farction and coronary artery disease in the neonatal 
period have been reported many times, pre- and 
postmortem studies regarding pathogenesis have 
been remarkably scarce. This report indicates that 
the conditions occur more often in the neonatal pe- 
riod than is generally believed, and emphasizes the 
need for more extensive studies. 

In one of the cases reported, the cause of death 
was circulatory insufficiency due to necrosis and 
probable rupture; the second was associated with 
severe subendocardial fibroelastosis. The first case 
was of special interest in that a myocardial infarction 
was not suspected either clinically or by the prose- 
cutor. There was no coronary artery disease noted 
either grossly or microscopically, and the cause of 
the infarction remained undetermined. In contrast, 
most of the cases reported in the literature have been 
found to be the result of coronary occlusion. The 
suggested avenues of pathogenesis have included 
parathyroid disease, renal disease, bone disease, pri- 
mary disturbance in the calcium-phosphate metab- 
olism, and hypervitaminosis D, as well as a familial 
“poor protoplasm.” Little clinical information is 
available in reported cases, and autopsy reports have 
mentioned organ systems other than cardiovascular 
only briefly if at all. 

The authors suggest that simple laboratory de- 
terminations such as serum calcium, phosphorus, 
alkaline phosphatase, vitamin D level, and electro- 
lytes would be helpful in arriving at correlations that 
might aid understanding of this disease; autopsy 
studies should include careful examination of the 
endocrine system (including the parathyroid glands), 
kidneys, and bones. 


Farm injuries 


> The urgent need for means to prevent tragic ac- 
cidents on the farm is emphasized by Charles W. 
McLaughlin Jr., M.D., and John D. Coe, M.D., in 
Postgraduate Medicine, February 1960. It is suggest- 
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ed that the rural physician must be the central figure 
in the educational program which is the only solution 
to the problem of decreasing farm injuries. 

In the United States the mortality rate from farm- 
ing accidents stands about third among those of the 
various industries. Few civilian wounds are more 
damaging than those caused by farm machinery. 
Since the farmer is a Jack-of-all-trades, necessity 
often forces him to work with makeshift or inappro- 
priate equipment; moreover, he is not under compul- 
sion to use safety devices on his machinery, nor is he 
likely to be covered by accident or hospital insur- 
ance. Of the nonfatal farm accidents, most frequent 
are extensive lacerations, contusions, and multiple 
fractures of the extremities. Crushing injuries and 
thermal and electric burns also are common. All 
wounds received in farm accidents are grossly con- 
taminated and carry a real risk of tetanus and gas 
infection. Treatment procedures in serious cases can- 
not usually be carried out in an office but require 
the facilities of a modern hospital, with adequate 
help and anesthesia. 

The authors recommend that physicians in rural 
areas have available in their waiting rooms a variety 
of literature on farm safety, assist in distributing 
such information by local communications media, 
and encourage farm families to carry health and acci- 
dent insurance so that they may have some economic 
security when accidents occur. 


Prevention of venous thrombosis 
and pulmonary embolism 
in injured patients 


> A trial of anticoagulant prophylaxis with phenin- 
dione in middle-aged and elderly patients with frac- 
tured necks of the femur is reported by S. Sevitt, 
M.D., and N. G. Gallagher, M.B., in The Lancet, De- 
cember 5, 1959. The drug, given in effective dosage 
under laboratory control, prevented venous thrombo- 
sis and pulmonary embolism in these susceptible 
patients and proved to be safe and practicable. Such 
prophylaxis in injured patients rests on two bases: 
1. Pulmonary embolism is a relatively common cause 
of illness and death in patients older than 50 who 
are confined to bed for more than a few days. 2. 
Thrombosis of deep veins of the legs is common at 
necropsy; it has been found in more than 80 per cent 
of a series of elderly patients who died after a frac- 
tured femur. Thrombosis is usually a silent process, 
which explains why embolism is often unheralded 
by swelling, pain, or tenderness. Pulmonary embo- 
lism may also strike too soon after the clinical onset 
of thrombosis for anticoagulant treatment to be pos- 
sible or effective. 

The authors’ controlled clinical trial was restricted 
to patients over 55 years of age with either a sub- 
capital or pertrochanteric fracture of the femur. The 
treatment and control series each included 150 pa- 
tients. For those in the treatment series, phenindione 
therapy was begun soon after admission to hospital 
and was generally continued until satisfactory mo- 
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bility was restored. Therapy was controlled by re- 
peated estimations of the plasma-prothrombin time, 
which was prolonged to between two and three times 
normal. No embolism occurred in the treatment 
series; in the control series, embolism developed in 
18 per cent of cases and fatal embolism in 10 per 
cent. The 2 cases of fatal embolism and 1 of minor 
embolism in the treatment series occurred after 

* phenindione administration had been stopped. Clin- 
ical venous thrombosis occurred in 28.7 per cent of 
the control cases and in 2.7 per cent of the treated 
cases. The evidence indicates that phenindione ef- 
fectively prevents venous thrombosis and eliminates 
the risk of pulmonary embolism provided the drug 
is given early, for sufficient time, and under labora- 
tory control. 


The management 
of bacterial endocarditis 


> A vigorous program that might risk overtreatment 
rather than undertreatment in cases of bacterial en- 
docarditis is recommended by Philip A. Tumulty, 
M.D., in the A.M.A. Archives of Internal Medicine, 
January 1960. On the basis of the past 20 years’ ex- 
perience with such cases at The Johns Hopkins Hos- 
pital, the author feels that in such a deadly infection, 
what is required is not the smallest dosage of anti- 
biotic capable of curing the infection, but rather a 
program of management likely to cure the largest 
number of patients. The recommended program has 
produced satisfactory results except in those cases 
involving an organism resistant to penicillin. For 
such cases it is hoped that more effective, but also 
nontoxic, antibiotic agents will be developed. Peni- 
cillin-resistant infections account for about 20 per 
cent of cases of endocarditis; of the “curable” 80 per 
cent, about one third of the patients will ultimately 
die or become disabled as the result of damage to 
the heart or other structures. 

The major distinction between acute and subacute 
bacterial endocarditis lies in the invasive and de- 
structive potentialities of the infecting agent. The 
staphylococci, being highly invasive and necrotizing 
are at present the most frequent cause of acute bac- 
terial endocarditis; streptococci of the viridans group, 
on the other hand, do not generally produce tissue 
necroses or metastatic abscesses. It is emphasized, 
however, that members of the same species of bac- 
teria may have widely differing invasive and destruc- 
tive propensities. The role of host factors is not 
completely understood. Early identification of the in- 
fecting organism is imperative, for treatment of the 
acute infection must be started in the initial stages 
and must be capable of quickly and completely eradi- 
cating it. Subacute infections can be treated at a 
slower pace without lessening the patient's chance 
for recovery. But in either case, the longer the infec- 
tion remains untreated, the greater is the risk of in- 
jury to the heart and kidneys, as well as major em- 
bolic occurrences. 

The predominant clinical manifestations of the 
early stages of the disease are either nonspecific or 
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misleading, cardiac alterations are minimal, and 
“classical” physical findings are more often absent 
than present. The incidence of endocarditis appears 
to be highest in persons with mild or moderate un- 
derlying cardiac abnormalities; in such cases the 
very benignity of the cardiac findings may lead the 
physician away from the true diagnosis. Diagnosis 
of subacute bacterial endocarditis in elderly patients 
is especially difficult, since the disease often appears 
as some degenerative phenomenon for which it is 
mistaken. Laboratory findings may be of little aid in 
the diagnosis of bacterial endocarditis. Actually, one 
can only suspect the presence of the infection; the 
diagnosis is established biologically through isolation 
of the organism. Suspicion should be aroused when- 
ever a patient with any type or degree of valvular 
(or congenital) heart disease has a fever which can- 
not be explained on some other basis. 

The author discusses in detail the procedure for 
blood cultures and the principles underlying anti- 
biotic therapy. Treatment is guided by sensitivity 
studies, the aim being to maintain a blood level of 
penicillin 5 to 10 times the sensitivity of the organ- 
ism. Treatment schedules are outlined for each of 
the major causative groups of organisms: strepto- 
cocci, enterococci, bacteroides, staphylococci, and 
various gram-negative bacilli. In some instances of 
staphylococcal infection, the dose may be as high as 
40,000,000 to 60,000,000 units of penicillin daily, 
given by intravenous drip, with probenecid by 
mouth. When the organism is unknown, it is wise 
to initiate treatment by giving not less than 20,000,- 
000 units intravenously daily and 1 gram of strepto- 
mycin intramuscularly every 12 hours. 

Under adequate treatment, blood cultures should 
become sterile within 2 to 5 days; elevated tempera- 
ture and pulse rate fall in 3 to 5 days; and hemo- 
globin and erythrocyte levels progress toward nor- 
mal. In most cases, treatment should be continued 
for about 6 weeks, its adequacy being checked by 
day-to-day clinical observation of the patient's re- 
sponse. Recurrences of the bacterial endocarditis 
have been few under the intensive programs of 
therapy outlined in the article. Such recurrences 
have appeared mostly during the first month after 
cessation of therapy, and none later than the third 
month. 

During the course of bacterial endocarditis, the 
heart may be injured in various ways. In the author’s 
experience, if damage to the endocardium and/or 
myocardium is serious enough that cardiac failure 
appears before treatment is started, during the course 
of treatment, or within 6 months after treatment, the 
patient’s outlook is poor even though the bacterial 
infection is readily eliminated. A mild degree of car- 
diac damage, however, carries a favorable prognosis. 

The author calls attention to the importance of 
prophylaxis against the occurrence of bacterial endo- 
carditis following transient bacteremia associated 
with all kinds of surgical procedures, whether major 
or minor. Prophylactic treatment should be given 
even to persons with minimal evidence of heart dis- 
ease, beginning 2 days before the operation and con- 
tinuing for 2 days afterward. 
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> Books for review which were received during the period 
from March 5 to April 5 are listed on pages A-213 to A-215. 
Reviews of these books will be published as space permits. 


®» ANESTHESIA FOR INFANTS AND CHILDREN. By 
Robert M. Smith, M.D., Anesthesiologist, The Children’s 
Medical Center, Boston, Mass.; Assistant Clinical Professor of 
Anesthesia, Harvard Medical School; Consultant in Anesthe- 
sia, U.S. Naval Hospital, Chelsea, Mass., and Lemuel Shat- 
tuck Hospital, Jamaica Plain, Mass. Cloth. Pp. 418, with 
illustrations. Price $12.00. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1959. 


This is a book which has long been awaited by the 
reviewer. In evaluation of this new text one imme- 
diately thinks of the now classic text by Leigh and 
Belton entitled Pediatric Anesthesia, published 11 
years ago. Dr. Smith is eminently qualified to author 
such a new text, not only from his own extensive ex- 
perience in this field, but from his obvious enjoyment 
and interest in working with children. 

The author sets down his own experiences and a 
compilation of practically all the innovations and 
modifications in anesthetic technics over the past 10 
years which have been found to be of practical use 
for the infant and child. 

Stress is placed on the observation that the child 
patient is not a little adult. As all good anesthesiolo- 
gists do, Dr. Smith emphasizes continued vigilance 
for the patient. Chapter 4 has as its title, “Preparing 
Children for Operation,” and its contents can be 
epitomized by the phrase, “See the patient first.” 

The illustrations are profuse and each is highly 
instructive in amplification of a point made in the 
text. 

Chapter 8, “On the Techniques for the Induction 
of General Anesthesia,” begins; 


Whether the operation is to be a tonsillectomy or a pneu- 
monectomy, the induction period is loaded with potential 
dangers and complications. For this reason induction always 
is an important and fascinating challenge for the anesthetist. 
To take a responsive, conscious, and perhaps a resistant child 
and convert him without mishap into a stabilized, completely 
controlled biologic mechanism often calls for a keen sense of 
understanding, a variety of medical skills, and a large bag 
of tricks. 

This is a basic understatement of an extremely dan- 


gerous period. 
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It was of interest to read of the author's use of 
succinylcholine and gallamine intramuscularly. The 
reviewer has used succinylcholine chloride intramus- 
cularly now for 2 years, and has found this method 
to be very useful and safe in “smoothing out” an 
anesthesia. Dr. Smith is very conservative in his use 
of the curariform agents, and this is proper, as their 
use in a simple inhalation technic immediately makes 
the anesthesia a complicated process. Your reviewer 
prefers a dosage of 1.5 mg. per pound of body 
weight of succinylcholine as compared to Dr. Smith’s 
preferred dosage of 1.0 mg. pound of body weight. 

Dr. Smith discusses the so-called simple tonsillec- 
tomy. Deaths from this procedure contribute heavily 
to the annual anesthetic mortality rate throughout 
the country. Whether or not to use an endotracheal 
tube is discussed in an extremely rational manner. 
This topic is hotly contested in anesthesia today. Dr. 
Smith wisely points out that the dangers of anesthe- 
sia for this procedure with an endotracheal tube does 
not always obviate the complications which are seen 
to occur at times with an open-drop insufflation 
technic. Your reviewer agrees, and uses the endo- 
tracheal tube as a rule only when the surgeon is 
slow or when a resident in training is operating. 
Most cases, as the author states, can be safely and 
adequately treated without the use of an endotra- 
cheal tube. However, in the occasional patient who 
has to be returned to the operating room for a second 
anesthetic for control of postsurgical bleeding, cer- 
tainly an endotracheal tube is mandatory, with an 
intravenous infusion set-up. The presence of blood 
in the stomach introduces the hazard of regurgita- 
tion and aspiration. 

Ethyl chloride is not mentioned even to be con- 
demned. I believe there is no excuse for utilizing 
this drug in pediatric anesthesia today. 

There are several minor errors which in no way 
detract from this useful book. On page 34 it is stated 
that the normal blood volume of newborn is 84 cc. 
per kilogram of body weight as compared to 80 cc. 
in the adult, whereas on page 333 it is stated that the 
blood volume in infants is approximately 80 cc. per 
kilogram of body weight, that in the adult male it is 
65 cc. per kilogram of body weight, and that in the 
adult female it is 55 to 65 cc. per kilogram of body 
weight. 

To set down all the interesting and practical fea- 
tures of this book would almost amount to duplicat- 


ing the printed text. Suffice it to say that this book 


is a “must” for the practicing anesthesiologist, for the 
physician who may be called upon to administer 
anesthesia to the child patient, for the resident in 
training, the surgeon, and pediatrician. 

A. A. GoxpEn, D.O. 
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®» THE BIOLOGY OF HAIR GROWTH. Proceedings of 
the Symposium Held at the Royal Society of Medicine Under 
the Auspices of the British Society for Research on Ageing, 
August 7-9, 1957. Edited by William Montagna and R. A. 
Ellis, Brown University, Providence, Rhode Island. Cloth. 
Pp. 520. Price $15.00. Academic Press, Inc., 111 Fifth Ave- 
nue, New York 3, 1958. 


This superb book includes papers on the biology of 
hair growth presented at a conference sponsored by 
the British Society of Research on Ageing held in 
London during August 1947. Lest one might think 
of this book as a collection of British opinions, it 
should be noted that there were eleven contributors 
who represent the best America has to offer, besides 
ten British specialists, and one each of German and 
Japanese representatives. 

One perhaps may wonder how the subject of hair 
growth could be written in such detail as to fill a 
520-page book. However, the subject is so vast that 
the abnormal aspects of hair growth are omitted. 
The editor states that “these will be dealt with when 
we know more about the riddles of normal growth 
and differentiation.” The contributors take parts of 
parts of hair, beginning with the embryology, and by 
histochemistry, anatomy, and electron microscopy, 
reduce them to the ultimate of particles, and then 
practically reassemble the hair. Its pigmentation, cir- 
culation, and innervation are described. Other factors 
that influence hair growth, such as nutrition, trauma, 
genetic factors, and physical and hormone factors, 
are all discussed in detail. The changes that take 
place in aging are summarized. The study of course 
extends into many other systems, particularly the 
physiology of skin. Some comment is also in order 
regarding an outstanding asset of each chapter, the 
references to source material. 

When one has finished reading he will find very 
few cases where a clinical application can be made 
directly from the book; yet he will be a better physi- 
cian for having delved into its contents. While it is 
an informative book to internists and general practi- 
tioners, it is a must for all dermatologists. 

A. P. Usricn, D.O. 


®» THE MEDIASTINUM. By Ted F. Leigh, M.D., Pro- 
fessor of Radiology, Emory University School of Medicine; 
Director of the Department of Radiology, Emory University 
Hospital; Member of the Section of Radiology, Emory Uni- 
versity Clinic, Atlanta, Georgia; and H. Stephen Weens, M.D., 
Professor of Radiology and Chairman of the Department of 
Radiology, Emory University School of Medicine; Director of 
the Department of Radiology, Grady Memorial Hospital; 
Chief of the Section of Radiology, Emory University Clinic, 
Atlanta, Georgia. Cloth. Pp. 246, with illustrations. Price 
$11.50. Charles C Thomas, Publisher, 301-327 East Law- 
rence Avenue, Springfield, Illinois, 1959. 


This monograph is intended for all physicians inter- 
ested in mediastinal lesions, but particularly for those 
who are charged with the responsibility of accurately 
diagnosing and treating chest diseases. The medi- 
astinum contains a large number of important ana- 
tomic structures, and pathologic changes within or 
adjacent to it may involve these structures primarily 
or secondarily. General considerations and radiologic 
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characteristics are included in the common types as 
well as the rare lesions which are discussed in an 
orderly and simplified manner. 

The heart, an important organ of the mediastinum, 
has been deliberately excluded because the diseases 
of it constitute a study within itself. 

The drawings, sketches, photographs, and roent- 
genograms used profusely aid greatly in the study 
of this subject matter. 


> A SYNOPSIS OF OBSTETRICS AND GYNECOLOGY. 
By Aleck W. Bourne, M.A., M.B., B.Ch. (Camb.), F.R.C.S. 
(Eng.), F.R.C.O.G., Consulting Gynecologist, St. Mary’s 
Hospital, London; Consulting Obstetric Surgeon, Queen Char- 
lotte’s Hospital; Consulting Surgeon, Samaritan Hospital for 
Women. Formerly Examiner in University of Cambridge, 
Conjoint Board of England, Royal College of Obstetricians 
and Gynecologists, and Central Midwives Board. Ed. 12. 
Cloth. Pp. 632, with illustrations. Price $8.00. Bristol: John 
Wright & Sons. The Williams and Wilkins Company, exclu- 
sive U.S. distributors, Mount Royal and Guilford Avenues, 
Baltimore 2, 1959. 


Glancing at this synopsis, a teacher would never 
know how a student could learn his subject matter 
from this book unless he had already studied stand- 
ard textbooks, listened to lectures, and examined 
patients. However, with such a background this book 
of bare synoptic facts—summarized capably by the 
British mind—serves to refresh the doctor’s memory. 

This twelfth edition has been revised by additions 
of new advances and corresponding deletions of stale 
matter. A new chapter on “Intersex” has been added 
which sets forth the main outlines of this still difficult 
and confused problem of development. Puerperal 
infections, perhaps not as full of terror as formerly, 
are included for sooner or later the hemolytic strep- 
tococcus may return with all its original venom. The 
account of the destructive operations in obstetrics 
have also been retained because they are still unfor- 
tunately necessary in some of the less developed 
areas. 

Useful to the intern or student prior to examina- 
tion, this book is equally helpful to the experienced 
physician as a ready reference. 


> CANCER OF THE BREAST. Compiled and Edited by 
Willard H. Parsons, M.D., F.A.C.S. Cloth. Pp. 232, with il- 
lustrations. Price $7.50. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1959. 


All of the important phases of carcinoma of the 
breast are covered in ten chapters by authors vastly 
experienced in their field. They are remarkably ac- 
curate in their statements and maintain a conserva- 
tive and practical viewpoint in their discussions. 
The author of the chapter on surgical pathology 
presents a practical classification of the various types 
of carcinoma, admitting controversial aspects of the 
relation between carcinoma and cystic and prolifera- 
tive lesions. In the chapter on diagnosis, emphasis is 
placed on the great need for early diagnosis and fre- 
quent self-examination of the breast by women; in 
that on superradical operations, all types of these 


operations are discussed. Radiotherapy discloses the 
wide experience of the author, and the editor him- 
self has written the chapter on the present status of 
carcinoma of the breast which contains a vast amount 
of important information on incidence, therapy 
trends, and other data. Some inconsistent or contra- 
dictory opinions are presented and explained; both 
sides of controversial issues are presented, and the 
author gives his own opinion when it is at variance. 


>» A TEXTBOOK OF SURGICAL PHYSIOLOGY. By R. 
Ainslie Jamieson, M.B., F.R.C.S.Ed., Surgeon, Vale of Leven 
Hospital, Alexandria, Dunbartonshire, and Andrew W. Kay, 
M.D., Ch.M., F.R.C.S.Ed., F.R.F.P.S.G., Professor of Surgery, 
University of Sheffield. Cloth. Pp. 623, with illustrations. 
Price $11.00. E. & S. Livingstone Ltd., Williams & Wilkins 
Company, exclusive U. S. distributors, Mount Royal & Guil- 
ford Avenues, Baltimore 2, 1959. 


This book has been prepared keeping in mind the 
postgraduate student and aiming to discuss only 
those aspects of applied physiology which are funda- 
mental to the practice of general surgery. The omis- 
sions are on the central nervous system which is the 
province of the neurosurgeon and the ovary which, 
in Britain, falls in the category of the gynecologic 
surgeon. Lastly, for a different reason, no chapter 
has been devoted to the pituitary: as the surgery 
of the pituitary is almost restricted to its ablation in 
the palliative treatment of mammary carcinoma, it 
was thought sufficient to devote paragraphs to the 
pituitary in various chapters throughout the text. 
Much of the manuscript was written while the au- 
thors were lecturers in surgery at Glasgow Uni- 
versity. 


» PHARMACOLOGY AND THERAPEUTICS. A Textbook 
for Students and Practitioners of Medicine and its Allied Pro- 
fessions. By Arthur Grollman, Ph.D., M.D., F.A.C.P., Lecturer 
in Pharmacology and Toxicology, The Medical Branch, and 
Professor and Chairman of the Department of Experimental 
Medicine, The Southwestern Medical School, The University 
of Texas; Attending Physician, Parkland Memorial Hospital; 
Consultant in Internal Medicine, Baylor University Hospital; 
Consultant, Veterans Administration Hospital, Dallas, Texas; 
Civilian Consultant, The Surgeon General, U.S. Air Force; 
Consultant, U.S. Food and Drug Administration. Ed. 4. 
Cloth. Pp. 1079, with illustrations. Price $12.50. Lea & 
Febiger, Washington Square, Philadelphia 6, 1960. 


In this textbook special emphasis has been placed on 
the basic mechanism of drug action, which is the pri- 
mary purpose of the course in pharmacology. The 
ultimate goal being the practical application of this 
knowledge to the patient, the author carefully gives 
attention to the validity and accuracy of the practical 
therapeutic aspects. 

The great advances and rapid rate of progress in 
this field of study make this subject one of the most 
important to the medical curriculum and hence the 
revision, although only 2 years have elapsed since 
the appearance of the third edition. 

The general plan of the earlier editions has not 
been altered since they were highly satisfactory for 
teaching purposes. Newer advances and official and 
important drugs are considered but the reasonable 
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size of the book has been maintained by the inclu- 
sion only of chemical, physiologic, biochemical, and 
clinical details which are germane to the subject and 
the exclusion of the aspects of these subjects which 
are of primary interest to the professional pharma- 
cologist only. 

Every official drug currently in use is listed in the 
index by its common and official name. In addition, 
drugs are named under the effects and symptoms 
which they induce, and the disorders for which they 
are used. These features make the book a valuable 
asset to any medical library. 


> PRACTICAL BLOOD GROUPING. By F. Stratton, 
M.D., D.Sc., D.P.H.; Director, Blood Transfusion Service, 
Manchester. Special Lecturer in Human Serology, The Vic- 
toria University of Manchester; and P. H. Renton, M.D., 
B.Sc.; Deputy Director, Blood Transfusion Service, Man- 
chester. Cloth. Pp. 331 with illustrations. Price $9.00. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1958. 


Persons who have a specialized interest in blood 
grouping, either in hospitals, specialized labora- 
tories, or in general biologic work, will be interested 
in this new book. The authors have included the 
methods which they have found most practical for 
blood grouping, beginning with a discussion of gen- 
eral principles and followed by detailed laboratory 
technics. They include the main methods for detec- 
tion of blood group antigen-antibody reaction, for 
ABO and Rh typing, cross-matching tests, the iden- 
tification of blood group antibodies present in the 
human sera, and the typing of blood for the rarer 
blood group antigens. They include routine and 
rapid technics, and the problems of both the blood 
bank and the blood transfusion laboratory are con- 
sidered. The book provides a fine resume within its 
specialized field. 


> The Ciba Collection of Medical Illustrations. Volume 3. 
A Compilation of Paintings on the Normal and Pathologic 
Anatomy of the DIGESTIVE SYSTEM. Part I. Upper Diges- 
tive Tract. By Frank H. Netter, M.D. Cloth. Pp. 206, with 
illustrations. Price $12.50. Ciba Pharmaceutical Products, 
556 Morris Avenue, Summit, New Jersey, 1959. 


This Part I of Volume 3 of the Ciba Collection of 
Medical Illustrations is given over completely to the 
upper digestive tract. Part III, issued in 1957 be- 
cause of the great interest evidenced at that time in 
diseases of the liver and biliary system, and Part II, 
now in preparation, together with the present book 
cover pictorially those topics and features of the 
digestive system that are of interest for the prac- 
ticing physician and the student of medicine alike. 
This book is divided into seven sections: anatomy 
of the mouth and pharynx, the esophagus, the 
stomach and duodenum; functional and diagnostic 
aspects of the upper digestive tract; diseases of the 
mouth and pharynx, the esophagus, and of the 
stomach and duodenum. The accompanying draw- 
ings together with the concise text cover the essen- 
tial anatomic, functional, and pathologic features. 
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The nervous system (Volume I) and the repro- 
ductive system (Volume II) are well-known fore- 
runners of this book and likewise show the outstand- 
ing quality of pictorial charts reflected in the 
unusual combination of a trained artist and physi- 
cian. The entire series is a valuable asset to any 
student or practicing physician. 


® DISTURBANCES IN GASTROINTESTINAL MOTIL- 
ITY. Diarrhea, Constipation, Biliary Dysfunction. Edited by 
J. Alfred Rider, M.D., Ph.D., Assistant Professor of Medicine, 
University of California School of Medicine, San Francisco, 
California; and Hugo C. Moeller, M.D., Ph.D., Assistant Pro- 
fessor of Medicine, University of California School of Medi- 
cine, San Francisco, California. Cloth. Pp. 387, with illus- 
trations. Price $13.00. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1959. 


To advance basic knowledge in the field of gastroin- 
testinal. motility a program of lectures and symposia, 
upon which this publication is based, was conducted 
under the combined auspices of the University of 
California School of Medicine and Continuing Edu- 
cation. Disturbances in motility represent some of 
the most common, the most controversial, and the 
most difficult areas of treatment in all of gastroen- 
terology and therefore it was felt that a meeting of 
outstanding gastroenterologists and specialists in re- 
lated fields should review the status of current ther- 
apy and evaluate currently used experimental diag- 
nostic methods. 

Those interested in this study may find some of 
the concepts discussed and included in this publica- 
tion to be of a controversial nature, yet beneficial 
and helpful, for the papers were reproduced essen- 
tially as given. 


®» GYNECOLOGICAL THERAPY. By Josef Novak, M.D. 
Formerly, Professor of Obstetrics and Gynecology, University 
of Vienna, and Clinical Professor of Gynecology, College of 
Physicians and Surgeons, Columbia University. Cloth. Pp. 
258, with illustrations. Price $8.50. McGraw-Hill Book Com- 
pany, 330 West 42nd Street, New York 36, 1960. 


This book is written mainly for the general practi- 
tioner who is often consulted by women patients in 
regard to gynecological disorders. Generally speak- 
ing, the practitioner has the gynecological training 
necessary to determine the cause of these complaints. 
He can often evaluate symptoms more readily than 
the specialist because he knows his patient’s sorrows, 
intimate hopes, and desires. But whereas the special- 
ist lives in this specialized field of medicine daily, 
thus becoming so familiar with it that he rarely 
needs a reference book, the general practitioner will 
occasionally find it difficult to recall a treatment ade- 
quate for a given case. He will find in this book, 
expeditiously, the therapy most adequate for his par- 
ticular patient. 

Neoplasms are discussed but technical details of 
surgical procedures are not given. The author has 


tried to give sufficient information on clinical mani- 
festations that the general practitioner can advise his 
patients whether or not an operation is necessary. 
Within these limitations this book has its specific 
place on the doctor’s book shelf. 


> BASIC PHYSICS IN RADIOLOGY. By L. A. W. Kemp, 
B.Sc., Ph.D., F.Inst.P., Chief Physicist to the London Hospi- 
tal; and R. Oliver, M.Sc., F.Inst.P., A.M.LE.E., Principal 
Physicist in the Department of Radiotherapy of the United 
Oxford Hospitals. Cloth. Pp. 329, with illustrations. Price 
$8.50. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 


Here is a concise and lucid British textbook describ- 
ing the basic physics on which medical radiology 
depends. Because this book is designed for the pur- 
pose of providing a background for the learning of 
radiation physics by radiographers and students, the 
authors have gathered together in a single volume 
material which might have to be culled from a num- 
ber of sources. This text is complementary to and 
should be read in conjunction with a text on radia- 
tion physics. 

This book will be of value both to radiology stu- 
dents and to those studying for certification in radi- 


ology. 


> CLINICAL DISORDERS OF HYDRATION AND ACID- 
BASE EQUILIBRIUM. By Louis G. Welt, M.D., Professor 
of Medicine, Department of Medicine, University of North 
Carolina. Ed. 2. Cloth. Pp. 336, with illustrations. Price 
$7.00. Little, Brown and Company, 34 Beacon Street, Boston 
6, 1959. 


Significant advances made in recent years warrant 
the second edition of this monograph which ex- 
amines the pathogenesis and treatment of disorders 
of fluid and electrolyte metabolism with reference to 
what is known and what may reasonably be inferred 
concerning the mechanisms that are responsible for 
the maintenance of normal volume, tonicity, compo- 
sition, and pH of body fluids. 

The first section is devoted to definitions, measure- 
ments, and osmotic principles; relationships of intra- 
cellular, extracellular, and blood fluids; and renal 
function. The second half of the book explains how 
these principles are applied in the clinical manage- 
ment of metabolic disturbances. Subjects covered 
are maintenance requirements for water, salts, and 
carbohydrates; use of parenteral fluids; dehydration; 
adrenal cortical insufficiency; asymptomatic hypona- 
tremia; diabetes insipidus; familial periodic paraly- 
sis; disorders of acid-base equilibrium; pathogenesis 
and management of edema; and so forth. 

Over 750 references are included for the physician, 
surgeon, and medical student, and also for those in- 
terested in the basic sciences who need additional 
knowledge of the difficult field already made under- 
standable in this book. 


JOURNAL A.O.A., VOL. 59, MAY 1960 


Mi 


USHER’S MARLEX MESH BY DAVOL 


Marlex is a high-density polyethylene plastic 
recently developed by the Phillips Chemical 
Company. It has a highly crystalline molecular 
structure affording an unusually high tensile 
strength — from 50,000 to 150,000 Ibs. p.s.i 


e Nonwettable 
@ Outstanding Chemical Resistance 
@ Minimal Fragmentation 

Nontoxic 

e Thermostable up to 250° F. 

@ Soft, porous, pliable 

e Inert in presence of Infection 

e@ Low Tissue Reaction 


A MONOFILAMENT POLYETHYLENE PLASTIC MESH 
WITH EXCEPTIONAL PROPERTIES AND STRENGTH 
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Marlex mesh is a simple taffeta weave of pure 
Marlex monofilament, calendered to give more 
flexibility. It is available in two sizes: 1%”x 3%” 
and approximately 6”x 12”. 


e Packaged in a double plastic envelope. Remains 
sterile until outer envelope is broken. 

@ Can be resterilized by boiling for thirty minutes 
or by chemical sterilization prior to use. 

e Can be cut to desired pattern at operating table. 

@ Cut edge can be fused with the actual cautery at 
low heat. Sutures may be placed within %” of 
the fused edge. 

@ Can use silk, cotton or wire sutures (stainless steel 
wire sutures are recommended). 


RUBBER COMPANY 


DEPT. M1, PROVIDENCE, R. tf. 
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but she needs your help in planning her family 


VAGINAL CREAM VAGINAL GEL 


THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


A-78 


— Ortho 


The first specific aldosterone-blocking agent... 


ALDACTONE 


effectively extends the medical control of edema or ascites. 
It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE + HEPATIC CIRRHOSIS 
THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 

It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


SEARLE « co. 


Chicago 80, Illinois 


Research in the Service of Medicine 
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THE 
REALMS 


ISSPORT 


OF THERAPY 


BEST 


ATTAINED 


WITH 


ATA 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


a record of effectiveness—over 200 labora- 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 


antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


“.,. Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior... .” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


-.-and for additional evidence 


Bayart, Acta ee. belg. 
10: 164, isse. Ayd, F. J., Jr.: Ca 
ifornia Med. 87:75 uae). 1987. 
Nathan, L. A., and Andelman 

B.: Hlinois M. J. 112:171 
1957. 


well tolerated by debilitated 
patients 


“seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
ra occurring in old age.” Smigel, 

., et al.: J. Am. Geriatrics Soc. 
61 (Jan.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
a Minerva med. 48:607 (Feb. 

21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....iIn chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.”” Santos, 1. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A, 169:14 
Gan. 3) 1959. — R., et al.: 

Presse méd. 64:223 9 (Dec, 26) 
1956. Robinson, 

South. M. J. 50:1282 (Oct:) “198, 


IN 
| HYPEREMOTIVE 
ADULTS 4 


does not impair mental acuity 


“|. especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, R. C., Jr.: J. Florida M. 


(May 15) 1958. Farah, L.: inter- 
Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles o ‘100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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e increases bile 
DECHOTYIL stimulates 

the flow of bile — “ DECHOTYI gently stimulates 
a natural bowel intestinal peristalsis 


e improves motility 


e softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DECHOTYIL facilitates 
lipolysis — prevents 


inhibition of bowel motility Bi# 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient—naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AMES 
COMPANY, INC 


Contraindications: Biliary tract obstruction; acute hepatitis. aeons es 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 
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-and a natural way to meet their special nutrition needs 


ieter 


with low-calorie, satisfying Carnation Instant 


Unappetizing meals and simple fatigue from 
inadequate nourishment can discourage 
patients from staying with a weight-control diet. 
A fresh-flavor, delicious, and natural way to 
help assure their good nutritional status is the 
excellent new food — new Carnation Instant 
Nonfat Dry Milk mixed 25% over-strength. 
One-third cup extra crystals per liquid quart 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 


when mixing provides 25% more calcium, 
protein, and B-vitamins than ordinary nonfat 
milk. Because dieters can add this additional 
amount, they get needed nutrition — without 
excessive calories. The richer, more delicious 
flavor of nonfat milk mixed over-strength is a 
natural way to extra nutrition they will enjoy. 
Costs them only 10¢ a quart. 
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the cough is quiet 


and the 
patient 


Century 
of Service to Medicine | 


thanks to 


PHENERGAN’ 


EXPECTORANT 

Promethazine Expectorant, Wyeth 
With Codeine Plain (Without Codeine) 
expectorant antihistaminic 

sedative + topical anesthetic 


non-narcotic formula too... 

codeinelike antitussive action without codeine’s side-effects. 
Pediatric PHENERGAN EXPECTORANT (Promethazine Expec- 
torant with Dextromethorphan, Wyeth) 


For further information on prescribing and ate mpage PHENERGAN 
Expectorant see descriptive literature, a 


Wyeth Laboratories Philadelphia 1, Pa. 
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The only homogenized vitamins in solid form. 


Microphctographs show the special homogenizing process* used in the manufacture of Homa- 
genets results in extremely small vitamin particles—one-hundredth the size obtained by 
ordinary processes of tablet production. 

This increases the surface exposure of each vitamin 100 times—that is why the vitamins in 
Homagenets can be completely absorbed. The practical benefits are complete utilization, 
better storage of oil-soluble vitamins, and no “‘fishy”’ eructations. Also, the taste of the vitamins 
is masked so thoroughly that Homagenets can be chewed or dissolved in the mouth like candy. 

Homagenets are available in five formulas—Pediatric, Prenatal, Geriatric, Aoral, and 
Therapeutic. 

Write for samples and literature. 


*U.S. Pat. Nos. 2676136; 2841528 THE ra ASSENGILL COMPANY 


Bristol, Tennessee New York Kansas City San Francisco 


NEW simplified therapy for complicated hypertension 


Three proved antihypertensives—Serpasil, Apresoline, 
and Esidrix—combined to provide better total manage- 
ment of hypertension and many of its complications. 
Supplied: SERAP-ES Tablets, each containing 0.1 mg. 
Serpasil, 25 mg. Apresoline, and 15 mg. Esidrix. 


SerpasiL® (reserpine AprRESOLINE® hydrochloride (hydralazine hydrochloride c1Ba) BS 
Esiwrix® (hydrochlorothiazide c1Ba) Complete information available on request. —2/2820me 


SUMMIT- NEW JERSEY 
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for relief that lasts —longer 


Dosage: the usual intra-articular, 

t Ge; - 

pathology. 

effect lasts longer Suspension 

than that provided (8 daye—20 mg.) | lone sevtlery-bucylacseace, in 


5-cc. vials. 


by any other 
(13.2 days—20 mg.) & 


OIVISION OF MERCK @CO.. INC. 
PHILADELPHIA PA. 


(Prednisotone tertiary-butylacetate, Merck) 
Bursitis: 
: : Sprains 
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FOUND: a dependable solution to 
“the 


monest gynecologic office problem” 


EVULVOVAGINITIS, CAUSED BY TRICHOMONAS VAGINALIS, CANDIDA 
mumteans, Haemophilus vaginalis, or other bacteria, is still the 
Semmmonest gynecologic office problem . . . cases of chronic or 
Muimed infection are often extremely difficult to cure.” Among 75 
Betemteewith vulvovaginitis caused by one or more of these 
SataeeeneaRICOFURON IMPROVED cleared symptoms in 70; vir- 
tually all were pevere, chronic infections which had persisted 


ePerspy with other agents. “Permanent cure by 


Improved 


= Swiltigemelieves itching, burning, malodor and leukorrhea 
= Destroys Brichomonas vaginalis, Candida (Monilia) albicans, 
Haemophilus vaginalis = Achieves clinical and cultural cures 
@eiail = Nonirritating and esthetically pleasing 


lasting relief: 
i for weekly insufflation in your office. MicoruR®, 
brand gm Bifuroxime, 0.5% and Furoxone®, brand of furazoli- 

1% acidic water-dispersible base. 

SUPPOSITORIES for continued home use each morning and 

night week and each night thereafter—especially during 
the imipenant menstrual days. Micorur 0.375% and FuROXONE 

Wwater-miscible base. 
Renew Box of 24 suppositories with applicator 
for m@fepractical and economical therapy. 


—a unique class of antimicrobials 
LATORIES, NORWICH, NEW YORK 
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wider latitude in adjusting dosage 
for better tolerated therapy 


ARISTOGESIC allows an exceptionally wide 
latitude in adjusting dosage to the lowest 
effective level for relief of chronic —but less 
severe — pain of rheumatic origin. Combining 
the anti-inflammatory effects of ARISTOCORT® 
Triameinolone with the analgesic action of a - 
highly potent salicylate, ARISTOGESIC permits. 
therapy at dosages substantially lower than 
generally required for either agent alone. 

The lower dosages permit well-tolerated 
therapy for long periods of time and reduce 
the possibility of side effects. 


Indications: Mild te moderate cases of rheuma- 
toid arthritis, tenosynovitis, synovitis, bursitis, 
spondylitis, myositis, fibrositis; neuritis, and 
certain muscular strains. 


Dosage: Average initial dosagie: 2 capsules 3 
or 4 times daily. Maintenance dosage to be 
adjusted according to response. 


Precautions: All precautions and contraindica- 
tions traditional to corticosteroid therapy should 
be observed. The amount of drug used should be 
carefully adjusted to the lowest dosage which 
will suppress symptoms, Discontinuance of 
therapy must be carried out gradually after 
patients have been on steroids for prolonged 


periods. 

Each ARISTOGESIC Capsule contains: 
ARISTOCORT Triamcinolone 0.5 mg. 
Dried Aluminum Hydroxide 75. mg. 
Ascorbie Acid. 20 mg: 
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IN HEARTBURN OF PREGNANCY, PATIENTS SAY... 


: 


® 


TABLETS 


and 
“teaspoon dose 


LIQUID 


UNIQUE ANTACID WITH MILK-LIKE ACTION 


| TITRALAC is being widely prescribed in heartburn 
of pregnancy, simple hyperacidity, and peptic 
ulcer because of these outstanding features: 
© creamy, mint flavor...no chalky taste 
e acts in seconds...lasts for hours 
non-constipating...no acid rebound 
TITRALAC is effective in NEUTRALIZING POWER 
Be a small doses. One — only 1 teaspoontul 
| ful TITRALAC Liquid approxi- 
mates 2 tablets which 
Be contain 0.36 Gm. glycine and 2 tablets 
Gm. calcium carbonate. 
ALSO WITHA SPASMOLYTIC... 
® 
itralac formula +- 0.5 mg. 
atropine methylbromide) 


(Schenlabs/ 


ScHENLASS PHARMACEUTICALS, INC, 
New 1, N.Y. 


Manufacturers of NEUTRAPEN® 
for penicillin reactions 


@T.M. REG. U.S. PAT, OFF, 
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the battle won 


in making the sale... 


is often lost 


in the colon 


Salesman, 50 years of age, reported the following symptoms: pain, belching, ab- 
dominal distention and spasm. The patient also reported occasional mucous 
diarrhea and bloody stools. These symptoms had persisted for eight weeks. 


Barium enema studies supported the diagnosis of spastic colitis. 


On a bland, low residue diet and one ‘Combid’ Spansule capsule b.i.d., the patient 

r. — became symptom-free. He was maintained on ‘Combid’ alone once his symptoms 
FRENCH 


were under control. 


‘Combid’ Spansule capsules reduce: 
* secretion * spasm + nausea and vomiting « anxiety, tension and apprehension 


for 10 to 12 hours after one oral dose. 


Spansule’ 


brand of sustained release capsules 


brand of 
prochlorperazine 
and isopropamide 


Smith Kline & French Laboratories, Philadelphia 
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In your lethargic overweight patients, 
‘Dexedrine’ provides a dual approach 
to weight loss: 


gentle stimulation to encourage 
normal physical activity 

and 

positive physiologic control of appetite. 


her DOCTOR 
her DIET 
and 


of dextro amp 


Tablets, 5 mg.; Elixir, 5 mg./5 cc.; Spansule® 
sustained release capsules, 15 mg., 10 mg., 5 mg. 
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237 ec. (8 fl. 02.) No. 3177X @ 


CREMOMYCIN. 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 


CAUTION: Federal law prohibits 
dispensing without prescription. 


Merck Sharp & Dohme = 
Division of Merck & Co., inc. 
Phitadeiphia, Pa. 


* 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 

SULFASUXIDINE, (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility, help provide rapid symptomatic relief. 

For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


&p MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SUL’ ARE OF MERCK & CO., INC. 
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The choice of confidence... 


diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


Progress ls Our Most Important Product 
GENERAL @@ ELECTRIC 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. Ask your G-E x-ray representative 
about the Patrician “package,” or return 
our coupon below for illustrated literature. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 


Milwaukee 1, Wisconsin, Room R.5] 
Send me: [] 8-page PATRICIAN bulletin 

[] MAXISERVICE® x-ray rental bulletin 
Name 


Address 


¥ 4 
|e 
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The Upjohn C 


Excellent results in 
ulcerative colitis even 
where other 

steroids have failed 


Proctoscopic view 
of the sigmoid 

in acute stage 

of ulcerative 
colitis 


In controlling ulcerative colitis 
(recurrent, moderately severe, severe, 
and resistant),. Depo-Medrol* can 

be given topically (by enema or rectal 
instillation) in requisitely large doses 
without producing significant side 
effects. Excellent results are obtainable 
even where other steroids have 

failed and improvement continues on 
oral Medrol maintenance dosage. 


Proctoscopic view 
of the sigmoid 
following 
Depo-Medrol 
retention enemas 
for acute stage 

of ulcerative 
colitis 


there is only one 
methyiprednisolone, 
and that is 


the corticosteroid 
that hits the disease, 
but spares the patient 


Proctoscopic view 
_ Of sigmo.d colon 
in a normal person 


Medrol is supplied as 4 mg. tablets in bottles 

of 30, 100 and 500; as 2 mg. tablets in bottles of 
30 and 100; and as 16 mg. tablets in bottles 

of 50. Depo-Medrol is supplied as 40 mg. per cc. 
injectable suspension in | cc. and 5 cc. vials. 
Mode of administration: Depo-Medrol 

(40-120 mg.) given as retention enema or by 
continuous drip three to seven times weekly. 


*Trademark, Reg, U. S. Pat. Off.—methylprednisolone, Upjohn 
tTrademark 
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a new 
infant 
formula 
nearer to 
mother’s 
milk in 
nutritional 
breadth 
and 
balance 


Infant formula 


NEARER to mother’s milk. . . in caloric distribution of protein, fat and carbohydrate 
NEARER to mother’s milk. .. in vitamin pattern 

(vitamin D added in accordance with NRC recommendations) 

NEARER to mother’s milk . .. in osmolar load 

ENFAMIL IS ALMOST IDENTICAL to mother’s milk in... 

© ratio of unsaturated to saturated fatty acids 

© absence of measurable curd tension . . . enhances digestibility 


Enfamil contains oleo and vegetable fats . . . does not result in sour regurgitation 


\ Mead Johnson 


Symbol of service in medicine 
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Patients are happier when doctors choose Fleet’ Enema 


They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes — even for 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in 
4Y2-fl.oz, squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 
Retention Enema, 4%4-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. 


1. Rosenfield, H. H., et al.: Obst. & Gynec, 11:222, 1958. 2. Hellman, L. D.: To be published. 
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with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 41/ fl.oz. of pre- 
cisely formulated, standardized solution.’ 


patients on sodium-restricted regimens.2 Systemic 
absorption is negligible. 


FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


Cc. B. FLEET CO.,INC. LYNCHBURG, VIRGINIA 
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When the headache is associated with nervous tension and G.I. disturbance: 
CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caffeine 100 mg., CAFERGOT TABLETS: ergotamine tartrate 1 mg., caffeine 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 100 mg. Dosage: same as Cafergot P-B Tablets. 

of attack; if needed, 1 additional tablet every % hour until relieved 
(maximum 6 per attack). 


CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 mg., caffeine 100 mg., CAFERGOT SUPPOSITORIES: ergotamine 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as tartrate 2 mg., caffeine 100 mg. Dosage: same 
possible in attack; second in 1 hour, if needed (maximum 2 per attack). as Cafergot P-B Suppositories. S 


For a new brochure on Migraine and Tension Headaches, reviewing clinical reports on diagnosis and therapy, write: Sandoz, Hanover, N. J. SANDOZ 


: 
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FREQUENTLY 


FOLLOWING 


PA RA } FOR RELIEF OF PAIN- 
Aid FUL MUSCLE SPASM 
When accidents result in sprains or strains, PARAFLEX reduces painful 
spasm promptly. Effective in a wide variety of rheumatic, arthritic and 
orthopedic disorders, PARAFLEX relieves pain, improves mobility and 
facilitates rehabilitation. Side effects seldom occur and are rarely severe 
enough to require discontinuation of therapy. 0 Average Dosage: Two 
tablets tid. or q.i.d, 2 Supplied: Tablets, scored, orange, (McNEIL) 
bottles of 50. Each tablet contains PARAFLEX, 250 mg. SsSctesn 


McNEIL LABORATORIES, INC - PHILADELPHIA 3832, PA. 
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here are s 
ome of the ways hypertensive patients 


benefit when you prescrib 


Changes of 


fay pax 
feVergseg 


edema 
associated with 
convenient, — ‘hypertension 
controlled dosage is 
relieved 
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DIUPRES-500 


500 mg, DIURIL (chlorothiazide), 
0.125-mg. reserpine per tabiet. 
One tablet one to three times a day. 


DIUPRES-250 


250 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 
One tablet one to four times a day. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
DIUPRES and DIURIL age trademarks of Merck & Co., Inc. 


@D MERCK SHARP & DOHME, pivision oF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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effective by itself in a majority of with mild or moderate hypertension, 
and even in many with severe hypertension... should other drugg to 
added, they can be@ giysr in much lower than usual dosage. 4 


answers best the question of how 
to treat patients with allergic dermatoses. 


When you prescribe POLANIL (composed 

of POLARAMINE®,today’s lowest-dosage 

antihistamine, plus DERONIL®, today’s lowest- 

dosage corticosteroid), you can control the dis- 

comfort of allergic dermatoses, hay fever and seasonal 

asthma. (Remember, too, POLARAMINE alone or in combination 
controls discomfort of seasonal and nonseasonal allergies; aller- 
gic complications of respiratory illness; drugand serum reactions.) 
Because of its unique composition, POLANIL is particularly 
recommended for those dermatoses in which an antihistamine 
alone may not be fully effective, or for which full steroid 
therapy is not indicated. Pruritus responds favorably to 


A-102 


POLANIL in almost all cases even 
when edema and erythema may persist. 


POLANIL is effective in treating patients 

with resistant allergic dermatoses and sea- 

sonal asthma because the POLARAMINE 

component blocks the reception of histamine 

in precisely those areas where histamine is concen- 

trated and where it provokes the most intense reaction: the skin, 
the upper gastrointestinal tract and the respiratory tree. The 
DERONIL component possesses an intensified anti-inflammatory 
activity with minimal effect on electrolyte and water balance. 
Dosage: One or two tablets after meals and at bedtime. Dosage should be gradu- 
ally reduced to lowest effective maintenance level or, if possible, discontinued. 
Supply: ——— in bottles of 50. Each tablet contains 0.25 mg. dexametha- 
sone, 2 mg. dex ine maleate, and 75 mg. ascorbic acid. = en-1466 
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FOR Proven 
with extra relief from anxiety and tension 


The vast majority of meno- 
pausal women, especially 
on the first visit, are nerv- 
ous, apprehensive, and 
tense. PMB-200 or PMB- 
400 gives your patient the 
advantage of extra relief 
from anxiety and tension, 
particularly when the pa- 
tient is “high strung,” un- 
der prolonged emotional 
stress, or when psychogenic 
manifestations are acute. 
Proven menopausal bene- 


fits are confirmed by the 
wide clinical acceptance of 
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“Premarin,” specifically 
for the relief of hot flushes 
and other symptoms of es- 
trogen deficiency, together 
with the well established 
tranquilizing efficacy of 
meprobamate. 


Two potencies to meet the 
needs of your patients: 


400 


“PREMARINS WITH MEPROBAMATE* 


PMB-200—Each tablet 
contains conjugated estro- 
gens equine (“Premarin”) 
0.4 mg., and 200 mg. of 
meprobamate. When 
greater tranquilization is 
necessary you can pre- 
scribe PMB-400 — Each 
tablet contains conjugated 
estrogens equine (“Prem- 
arin’’) 0.4 mg., and 400 mg. 
of meprobamate. Both 
potencies are available in 
bottles of 60 and a) 


AYERST LABORATORIES 
NewYork16,N.Y.,Montreal,Canada 


*MEPROBAMATE, LICENSED UNDER U. 8. PAT. NO. 2,724,720, 0037 
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the decorative jar makes a therapeutic difference 


The FILIBON jar is a handsome and handy reminder for everyday prenatal nutritional 
support. You can be sure she will be reminded of her FILIBON-a-day . . . and that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 


FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 
patients. Each small, dry-filled capsule also includes vitamin K and AUTRINIC® Intrinsic 
Factor Concentrate that enhances, never inhibits, By absorption. For complete formula see 
Physicians’ Desk Reference, page 697. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qeterie) 


FILIBON 


Phosphorus-free F I LIBON® Prenatal Capsules Lederle 


| 
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REDISOL.; 1S SO firs have appetites 


Redisol (Cyanocobalamin, crystalline vitamin Biz) often stimulates children's appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 mcg. per cc., 10-cc. vials and 1000 mcg. per cc. in 1, 5 and 10-ce. vials). 


Drawings reproduced from ‘A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


€&pD MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 


REDISOL IS A TRADEMARK OF MERCK ry co., INC. 
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buttons are to keep people warm im 
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DISTRIBUTION 

- YOUR 
‘PATIENTS 


BUSINESS 
SOCIATES 
-MONTH-TO-MONTH 


“Confidence” is a word of great importance in the healing 
arts, as every doctor well knows. Both the doctor’s con- 
fidence in his own ability and the patient’s confidence in 
the doctor are essential to the physician’s effectiveness. 


One of the best tools for building confidence is under- 
standing. The patient who understands the training which 
his osteopathic doctor has received and who is familiar with 
the standards of practice and hospital care which the osteo- 
pathic profession maintains will have confidence in the 
health care which he receives. 


HEALTH magazine, published by the American 
Osteopathic Association, is an excellent vehicle for pro- 
viding this understanding. HEALTH is written for the 
layman and provides him with the information he seeks 
about disease, modern health care techniques and new 
scientific developments. 


HEALTH explains the essential facts about the osteo- 
pathic profession—its colleges, hospitals, specialties and 
research programs. HEALTH is a friendly, informative 
and accurate link between the osteopathic profession and 
the interested layman. 


Cost for each copy, including envelope, is 10c. 


Forward your /ist of recipients. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 EAST OHIO STREET 
CHICAGO 11. ILLINOIS 
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This is why Mandelamine is a most effec- 
tive urinary antibacterial, especially 
for stubborn disorders. Urine-specific 
Mandelamine eradicates most pathogens 
commonlyencountered in chronic urinary 
infections—even strains resistant to anti- 
biotics and sulfonamides. Mandelamine— 


MA-GPOZ 


in urologic patients taking 


MANDELAMINE 


brand of methenamine mandelate 


antibacterial, but not an antibiotic— 
does not produce resistant mutants. 
And systemic reactions are rarely seen. 


Mandelamine... effective, 
well-tolerated, economical. 


Average adult dose, 2 Man- ie, 


delamine Hafgrams® q.i.d. 
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Conception control becomes a matter of special 
concern six to eight weeks post partum, when the 
new mother looks to you for advice on the best 
way to plan the balance of her family. Reliable 
conception control can be virtually assured with 
the diaphragm and jelly method, at least 98 per 
cent effective. 


Now—cushioned comfort 
lwo ways 


Your patient experiences special physical com- 
fort when you prescribe either the standard 
RAMSES® Diaphragm or the new RAMSES 
BENDEX,® an arc-ing type diaphragm. 

The regular RAMSES Diaphragm, suitable for 
most women, is made of pure gum rubber, with a 
dome that is unusually light and velvet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes permitting complete freedom of motion. 


For those women who prefer or require an arc- 
ing type diaphragm, the new RAMSES BENDEX 
embodies all of the superior features of the con- 
ventional RAMSES Diaphragm, together with the 
very best hinge mechanism contained in any arc- 
ing diaphragm. It thus affords lateral flexibility 
to supply the proper degree of spring tension 
without discomfort. 

RAMSES, BENDEX, and “‘TUK-A-WAY” are registered trade- 
marks of Julius Schmid, Inc. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a base of 
long-lasting barrier effectiveness. 


For added protection—RAMSES 
“10-Hour” Vaginal Jelly* 


RAMSES Jelly is uniquely suited for use with 
either type of RAMSES Diaphragm. It is by de- 
sign not static, but flows freely over the rim and 
surface of the diaphragm to add lubrication and 
to form a spermtight seal over the cervix, which 
is maintained for ten full hours after insertion. It 
is nonirritating and nontoxic. 

You can now prescribe a complete unit for either 
type of diaphragm. RAMSES“TUK-A-WAY”® Kit 
#701 contains the regular RAMSES Diaphragm 
with introducer and a 3-ounce tube of RAMSES 
Jelly; RAMSES “TUK-A-WAY” Kit #703 con- 
tains the RAMSES BENDEX Lert and 
Jelly tube. Each kit 
is supplied in an at- 
tractive plastic zip- 
pered case, beauti- 
fully finished inside 
and out. Both types 
are now available at 
key prescription 
pharmacies. 


Reference: 1. Tietze, C.: — Third International Con- 
ference Planned Parenthood, 1953. 


and Jelly 


JULIUS SCHMID, INC. 423 West 55th Street, New York 19, N. Y. 
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after the first dose of © 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCl 


Patients on Pyridium experience welcome 

relief from urinary pain, burning, frequency 
and urgency—usually within 30 minutes. 
And Pyridium may be given with any uri- 
nary antibacterial. In fact, its recommended 
daily dosage of two 0.1-Gm. tablets t.i.d. 
provides a greater analgesic effect in adults 
than the recommended daily dosage of 


PY-GPO2 


a patient with a painful urinary 


many fixed antibacterial-analgesic combina- 
tions. Because Pyridium is extremely well 
tolerated, you can provide pain relief until - 
the underlying infection is completely con- 
trolled with the antibacterial of 


your choice. So next time you see 


MORRIS PLAINS, 


infection, prescribe Pyridium. 
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rapid with 


HYDROCHLOROTHIAZIDE 


increased potency—without corresponding increase in side effects 
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Fuchs, M. and Moyer, J.: 
Diseases of the Chest 35:314, (March) 1959. 


“Premenstrual edema is present 
in 40% of women and...consists 
of weight gain, subcutaneous 
edema, emotional lability, breast 
turgidity, anxiety and tension.” 
In addition to controlling the 
objective symptoms of premen- 
strual tension, HYDRODIURIL 
may afford relief of subjective 
complaints including tension, 


nervousness and headache. 


DOSAGE: 25 to 50 mg. of HYDRODIURIL once or twice a 
day, beginning the first morning of symptoms and 
continuing until the onset of the menses. 


SUPPLIED: 25 and 50 mg. scored tablets HYDRODIURIL 
(hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HYDRODIURIL is available to the 
physician on request. 


mG MERCK SHARP & DOHME 


Division of Merck & Co., Inc. West Point, Pa. 


) 
— 
A 
a 
| 


MAKES FOR BETTER 
COUGH CONTROL 


reduces postnasal drainage — lessens pharyngeal irritation 


depresses the cough reflex — eases expulsion of mucus 


*The addition of the decongestant to the antitussive provides 
more complete cough control than regular “cough syrups”. The 
central antitussive action of Dormethan’ and the expectorant 
action of ammonium chloride are complemented by the decon- 
gestant action of Triaminic,*** which reduces swelling and con- 
trols irritating postnasal drip, a common cough stimulus. 
Each tsp. (5 ml.) of fruit-flavored, non-alcoholic TRIAMINICOL provides: 
Triaminic ® i 
(phenylpropanolamine HCl 


Dormethan 
(brand of dextromethorphan HBr) 


Ammonium chloride 


Dosage (to be administered every 3 
or 4 hours): Adults—2 tsp.; Children 
6 to 12—1 tsp.; 1 to 6—%% tsp.; under 
1—% tsp. One dose at bedtime is 
usually sufficient to control the cough 
cycle initiated by postural drainage of 
paranasal sinuses. 


References: 1. Bickerman, H. A.: in Drugs 
of Choice, Mosby, St. Louis, 1958, p. 557. 
2. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Fabricant, N. D.: E.E.N.T. 
Monthly 37:460 (July) 1958. 4. Farmer, 
D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


the decontussive cough syrup 


SMITH-DORSEY »* a division of The Wander Company « Lincoln, Nebraska 
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Do you indicate 
breaking 

the long night fast 
with nutritious 


MEAT for 
breakfast 


ee Meat is a logical 


nutritious ‘‘build-up”. Far too many people, 
both adults and children, need to be reminded 

professionally that a nourishing breakfast is 
essential to help maintain good health, 


Meat adds Zest to breakfast 


AMERICAN |MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED 


“ 4 
PEAK BLOOD ORAL ROUTE PROVIDES IMPROVED 
LEVELS HIGHER INITIAL PEAK ANTIBIOTIC 
HIGHER THAN BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 
PENICILLIN V PENICILLIN G COMPLEMENTARITY 


SUPPLY: SYNCILLIN TABLETS—250 mg. and SYNCILLIN TABLETS-— 125 mg. 
SYNCILLIN FOR ORAL SOLUTION—60 ml. bottles—when reconstituted, 125 mg. per 5 ml. 
SYNCILLIN FOR PEDIATRIC DROPS—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 
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potassium phenethicillin (POTASSIUM PENICILLIN-152) 


ANTIBIOTIC REDUCED SOME STAPH 


ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SY NCILLIN 


TO ORAL DOSE IN VITRO 
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ED CONSIDER THESE 6 IMPORTANT THERAPEUTIC ATTRIB ee 
U RAPEUTIC RIBUTES — 
’ 
i 
BRISTOL LABORATORIES, SYRACUSE, NEW YORK. BRISTOL 


FOR 


CREAM 


Therapeutic topical application suppresses 
and masks lesions. Dries, peels, degerms the 


skin. Used with pHisoHex” (antiseptic de- 
tergent) washings to unplug follicles, help 
prevent comedones, pustules and scarring. 


Teen-agers like new pHisoAc Cream. It is smooth, odor- 

less, flesh-toned, and greaseless. It spreads and dries 

quickly. Ask the Winthrop representative for the special 
booklet, ‘“‘Teen-aged? Have acne? Feel lonely?,"”’ contain- 

ing basic home treatment routine and psychological aid 
for the patient. 


New pHisoAc Cream contains colloidal sulfur 6 per cent, 
resorcinol 1.5 per cent, hexachlorophene 0.3 per cent, 
orthophenylphenol 0.3 per cent, and alcohol 10 per cent 
(w/w). Available in 114 oz. tubes. 


(} )iuathnop LABORATORIES 
New York 18, N. Y. 
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SAFER, 


MORE EFFICIENT 


BETTER TOLERATED 
QUINIDINE 
THERAPY"? 
IN CARDIAC 


ARRHYTHMIAS 


Safer and more efficient because there is no let-down in plasma levels where arrhyth- | 
mias tend to recur. Better tolerated because quinidine gluconate is ten times as : 
soluble as quinidine sulfate—and so is easier on the g.i. tract. Quinaglute Dura-Tab 
S.M. every 12 hours maintains uniform, effective plasma levels around the clock. 


DURA-TAB S.M. 


A quinidine of choice in atrial fibrillation, flutter, exclusive oral Sustained Medication* 
premature contractions, auricular tachycardia. Quinidine Gluconate (5 gr.) 


DOSAGE: for, conversion of auricular Abrillation to for samples and literature write... . 

normal si 4 

Tab S.M. tablets 3 to 4 times a day, for 2 to 3 days; WY N N ooabeaarion 

longer periods are required in some patients... for 

maintenance 1 to 2 tablets every 10 to 12 hours. Bottles 5119 West Stiles Street, Philadelphia 31, Pa. 

of 30, 100 and 250. 

1, Bellet, S.; Finkelstein, D., and Gilmore H.: 
A.M.A. Archives Int. Med. 100:750, 1957. 

2. Bellet, S.: Amer. Heart J. 56:479, 1958, 

8. Finkelstein, D.: Penn, Med. J. 61:1216, 1958. PAGE 893 *U. S. Patent 2895881 


also available: 
INJECTABLE QUINAGLUTE 10 cc. Multiple Dose 
Vials, 0.08 Gm. Quinidine Gluconate per cc. 


JOURNAL A.O.A., VOL. 59, MAY 1960 


| 
y 
b.i.d. dosage 
| — | 
| 
= 
4 
| 
| 
q 
| 
| 
| 
| 
A-117 


FOR ACNE 


CREAM 


Therapeutic topical application suppresses 
and masks lesions. Dries, peels, degerms the 
skin. Used with pHisoHex” (antiseptic de- 
tergent) washings to unplug follicles, help 
prevent comedones, pustules and scarring. 


Teen-agers like new pHisoAc Cream. It is smooth, odor- 
less, flesh-toned, and greaseless. It spreads and dries 
quickly. Ask the Winthrop representative for the special 


E booklet, ‘‘Teen-aged? Have acne? Feel lonely?,”” contain- 
= ing basic home treatment routine and psychological aid 
for the patient. 


Bee New pHisoAc Cream contains colloidal sulfur 6 per cent, 
resorcinol 1.5 per cent, hexachlorophene 0.3 per cent, 
. orthophenylphenol 0.3 per cent, and alcohol 10 per cent 
_ (w/w). Available in 114 oz. tubes. 


)iuathnop LABORATORIES 
New York 18, N. Y. 


SAFER, 
MORE EFFICIENT 
BETTER TOLERATED 
QUINIDINE 
THERAPY"? 
IN CARDIAC 


ARRHYTHMIAS 


L 


Safer and more efficient because there is no let-down in plasma levels where arrhyth- 


b.i.d. dosage 


4 


mias tend to recur. Better tolerated because quinidine gluconate is ten times as 
soluble as quinidine sulfate—and so is easier on the g.i. tract. Quinaglute Dura-Tab 
S.M. every 12 hours maintains uniform, effective plasma levels around the clock. 


A quinidine of choice in atrial fibrillation, flutter, 

premature contractions, auricular tachycardia. 

DOSAGE: for conversion of auricular fibrillation to 

normal sinus rhythm, in most cases, 2 Quinaglute Dura- 

Tab S.M. tablets 3 to 4 times a day, for 2 to 3 days; 

longer periods are required in some patients... for 

maintenance 1 to 2 tablets every 10 to 12 hours. Bottles 

of 30, 100 and 250. 

1, Bellet, S.; Finkelstein, D., and Gilmore H.: 
A.M.A, Archives Int. Med. 100:750, 1957. 

2. Bellet, S.: Amer, Heart J. 56:479, 1958, 

8. Finkelstein, D.: Penn, Med. J. 61:1216, 1058. 


PAGE 893 
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DURA-TAB S.M. 


exclusive oral Sustained Medication* 
Quinidine Gluconate (5 gr.) 


for samples and literature write... 

WY N N PHARMACAL 
CORPORATION 

5119 West Stiles Street, Philadelphia 31, Pa. 


also available: 
INJECTABLE QUINAGLUTE 10 cc. Multiple Dose 
Vials, 0.08 Gm. Quinidine Gluconate per cc. 


*U. S. Patent 2895881 
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Lilly 


QUALITY / / ImTEGAITY 


DARVO-TRAN © relieves pain more effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain-anxiety spiral. 
In Darvo-Tran, the tranquilizing properties of Ultran® are added to the established 
analgesic effects of Darvon® and the anti-inflammatory benefits of A.S.A.®. Clinical 
and pharmacologic studies have shown that when pain is accompanied by anxiety, 
the addition of Ultran enhances and prolongs the analgesic effects of Darvon. 


Usual Dosage: 

Each Pulvule® Darvo-Tran provides: 1 or 2 Pulvules three or four times daily. 
Darvon 32 mg.—TO RAISE PAIN THRESHOLD _ paryo-Tran™ (dextro propoxyphene and acetylsalicylic 
AS.A . 325 mg.—TO REDUCE INFLAMMATION _,2¢id with phenaglycodol, Lilly) 

Ultran® (phenaglycodol, Lilly) 
eae 150 mg.—TO RELIEVE ANXIETY 


Darvon® (dextro propoxyphene hydrochloride, Lilly) 
A.S.A.® (acetylsalicylic acid, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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Conventions and 
meetings 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Dallas, Texas, October 30-November 3. 
Executive Secretary, Mrs. E. F. Martin, 
P.O. Box 488, Coral Gables, Florida. 


American Osteopathic Association, 
Sixty-Fourth Annual Convention, 
Muehlebach Hotel, Hotel Aladdin, 
Hotel Phillips, Municipal Audito- 
rium, Kansas City, Mo., July 18-22. 
Program Chairman, Raymond L. 
Ruberg, 4614 Wayne Ave., Phila- 
delphia 44. 


‘ Central States Osteopathic Society of 
Proctology, annual meeting, Hotel Olds, 
Lansing, Michigan, September 16-18. 
Program Chairman, Ronald R. Emerick, 
1228 W. Catalpa Dr., Royal Oak, Mich. 
Secretary, Loyd B. Hoxie, 39011 Harper, 
Mt. Clemens, Mich. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Belle- 
vue-Stratford, Philadelphia, November 5- 
6. Program Chairman J. Irving Schwartz, 
5756 N. Fifth St., Philadelphia 20. Sec- 
retary, LeRoy W. Lovelidge, Jr., 201 E. 
Orange St., Lancaster, Pa. 


Florida, annual meeting, September 
26-28. Program Chairman, Ralph L. 
Fischer, 333 Fourth Ave., Jacksonville 
Beach. Executive Director, Mr. Barton 
K. Johns, 5009 Central Ave., Tampa 3. 


Georgia, annual meeting, King and 
Prince Hotel, St. Simons Island, June 6- 
8. Program Chairman, Richard A. Payne, 
4071 Glenwood Rd., Decatur. Secretary, 
Raymond S. Houghton, 314 N. Dawson 
St., Thomasville. 


Idaho, annual convention, with Utah 
and Wyoming, at Pocatello, Idaho, June 
17-19. Program Chairman, L. D. Ander- 
son, 308 Eastman Bldg., Boise. 


Indiana, annual meeting, Marott Ho- 
tel, Indianapolis, May 14-17. Program 
Chairman, William Lynn Adams, 1500 
N. Delaware St., Indianapolis 2. Secre- 
tary, Arabelle B. Wolf, 4840 N. Michi- 
gan Rd., Indianapolis 8. 


..Iowa, annual meeting, Hotel Savery, 
Des Moines, May 22-24. Program Chair- 
man, Jean F. LeRoque, 3305 S.W. Ninth 
St., Des Moines 15. Secretary, Mr. Her- 
man W. Walter, 519-20 Insurance Ex- 
change Bldg., Des Moines. 


Kentucky, annual meeting, Brown Ho- 
tel, Louisville, June 6-7. Program Chair- 
man, Charles R. Conley, 501 Main St., 
Greenup. Secretary, Martha Garnett, 
2829 Brownsboro Rd., Louisville 6. 
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SAFE FOR TODAY'S MEDICATIONS...AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication... 


there is no danger 


of solvent action on the barre!. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 


ration. PRECISE— Exclusive tip design reduces medication loss. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


Maine, annual meeting, Samoset Ho- 
tel, Rockland, June 23-25. Program 
Chairman, David A. Patriquin, Kezar 
Falls. Executive Director, Mr. George 
R. Petty, Monmouth. 


Michigan, annual meeting, Pantlind 
Hotel, Grand Rapids, October 3-5. Pro- 
gram Chairman, Robert F. Happel, 21541 
W. MeNichols Rd., Detroit 19. Execu- 
tive Secretary, Mr. Floyde E. Brooker, 
81 Glendale, Highland Park 3. 


Missouri, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 12-14. 
Executive Secretary, Mr. Paul D. Adams, 
325 E. McCarty St., Jefferson City. 


Montana, annual meeting, Glacier Park 
Lodge, East Glacier Park, August 5-6. 


Program Chairman, C. G. Sundelius, 7-9 
K-M Bldg., Kalispell. Secretary, Donald 
H. Schmidt, 506 26th St., N., Great 
Falls. 


Northwest Osteopathic Convention, 
Ridpath Hotel, Spokane, Washington, 
June 20-22. Program Chairman, Wilbert 
3 Saunders, 4730 University Way, Seat- 
tle 5 


Ohio, refresher course, Hotel Cleve- 
land, Cleveland, October 22-23. Execu- 
tive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Oklahoma, annual meeting, Biltmore 
Hotel, Oklahoma City, November 3-5. 
Program Chairman, Emest T. Ross, 420 
Commerce Bldg., Okmulgee. Executive 
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HYPAK, AND DISCAROIT AME TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 79060 
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The first full-range medication 
for chronic gout and gouty arthritis 
...Nnew 


provides comprehensive treatment by combining in Average Dose: One tablet three times a 
one convenient dose: day after meals. Literature on method 
— . of administration and dosage is avail- 
FLEXIN® Zoxazolaminet: the most potent uricosuric able upon request. 


agent available'-¢ 


Supplied: TRIURATE is available as 
Colchicine: time-tested specific for gout—effective >eige, scored tablets, imprinted 
in preventing acute attacks!.5.6 


TYLENOL® Acetaminophen: effective, nonirritating (1) Boland, E. W.: World-Wide Abstracts 


ic? i j ig 3:11, 1960. (2) Kolodny, A. L.: J. Chron. 
ns which does not interfere with uricosuric Dis. 11:64, 1960. (3) Talbott, J. H. 


Arth. & Rheumat. 2:182, 1959. (4) 
the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yu, T. F.; Berger, L., and 

promotes maximum urinary urate excretion in Clinical Practice, Philadelphia, 
markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- 
relieves chronic pain and discomfort bott, J. H.: J. Bone & Joint Surg. 

: 40-A:994, 1958. (7) Batterman, R. C., 
lessens frequency and severity of acute attacks and Grossman, A.: J.A.M.A. 158: 1618, 
facilitates resorption of existing tophi... cae 


1955. (8) Connor, T. B.; Carey, T. N.; 
prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. Invest. 


+ helps restore mobility 38:997, 1959. (9) Reed, E. B.: Unpub- 
maintains effectiveness with minimal side effects "shed data. 
*Trade-mark =~ TU.S. Patent No. 2,890,985 


McNEIL LABORATORIES, INC + PHILADELPHIA 22, pa.{ McNEIL} 
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A ‘STRASIONIC’ RELEASE ANORETIC RESIN 


FOR THE 
“SEDENTARY” OVEREATER... 


BIPHETAMINE 
| (20 mg.) 


BIPHETAMINE ‘12"2" BIPHETAMINE 


(12.5 mg.) (7.5 mg.) 


Each capsule of each strength contains equal 
parts of d-amphetamine and di-amphetamine 
as cation exchange resin complexes of 
sulfonated polystyrene. 


= 


A ‘STRASIONIC’ ANORETIC RESIN 


FOR THE 
“ACTIVE” OVEREATER... 


IONAMIN‘3O’ IONAMIN ‘18’ 


(30 mg.) (15 mg.) o= 


Each capsule of each strength contains @ 
phenyl-fert.-butylamine as a cation exchange ®Q 2 
resin complex of sulfonated polystyrene. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


STRASENBURGH 


ql 
\\ 
“4 Single Capsule Daily Dose 10 to 14 hours before retiring 
weight 
weight 
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Secretary, Mr. Walter I.. Gray, 210-12 
Braniff Bldg., Oklahoma City. 


Oregon: See Northwest Osteopathic 
Convention. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Brown Palace Hotel, Denver, Colo- 
rado, September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 472, Kirks- 
ville, Missouri. 


Pennsylvania, annual meeting, Shera- 
ton Hotel, Philadelphia, November 17- 
19. Program Chairman, Charles Lichten- 
walner, Jr., 379 Chestnut St., Pottstown. 
Executive Secretary, Mr. Thomas M. Fo- 
garty, 1941 Market St., Harrisburg. 


Utah: See Idaho listing. 


Virginia, annual meeting, Williamsburg 
Inn, Williamsburg, May 27-28. Program 
Chairman, Felix D. Swope, 126 N. Co- 
lumbus St., Alexandria. Secretary, O. M. 
Wakefield, 2022 Atlantic Ave., Virginia 
Beach. 


Washington: See Northwest Osteo- 
pathic Convention. 


Western States Osteopathic Society of 
Proctology, annual meeting, Statler Hil- 
ton Hotel, Los Angeles, October 24-26. 
Program Chairman, Francis M. Neff, 
2800 Pacific Ave., Long Beach 6, Calif. 
Secretary, Marcus S. Gerlach, 2015 State 
St., Santa Barbara, Calif. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 15-17. 
Program Chairman, Albert Molisky, 570 
Main St., Follansbee. Executive Secre- 
tary, Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston 1. 


Wyoming: See Idaho listing. 


State and 
national boards 


Alabama examinations June 20-22. 
Address D. G. Gill, M.D., secretary, 
State Board of Medical Examiners, State 
Office Bldg., Montgomery 4. 


Arizona Those interested in profes- 
sional examinations should contact Rus- 
sell Peterson, D.O., secretary, Osteopath- 
ic Board of Registration and Examina- 
tion in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix. 


California examinations June 29-July 
1, Los Angeles. Address Glen D. Cayler, 
D.O., secretary, Board of Osteopathic 
Examiners, 1013 Forum Bldg., Sacra- 
mento 14. 

Frank G. Nolan, D.O., has been ap- 
pointed a member of the State Board of 
Examiners to serve until 

3. 
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in coronary insufficiency 


Metamine® Sustained helps 
you dilate the coronaries a me 


1 tablet 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action that nitroglycerin . . .”1 Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.* 
Virtually free from nitrate side effects (nausea, headache, hypotension ), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,? and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes, Leeming Cone. New York 17, N.Y. 


*Patent applied for 


Colorado examinations in June. Ad- 
dress Miss Mary M. McConnell, execu- 
tive secretary, State Board of Medical 
Examiners, 715 Republic Bldg., Den- 
ver 2. 


Connecticut examinations July 12- 
13. Address Frank Poglitsch, D.O., sec- 
retary, State Osteopathic Examining 
Board, 300 Main St., New Britain. 

Basic science examinations June lI. 
Address Miss M. G. Reynolds, executive 
assistant, State Board of Healing Arts, 
110 Whitney Ave., New Haven 10. 


Delaware examinations July 12-14. 
Address Joseph S. McDaniel, M.D., sec- 
retary, State Board of Medical Examin- 
ers, Professional Bldg., Dover. 


District of Columbia examinations 
June 13-14. Applications must be filed 
in advance. Address Dr. Paul Foley, 
deputy director, Department of Occupa- 
tions and Professions, 1740 Massachu- 
setts Ave., N.W., Washington 6, D.C. 


Florida examinations in June. Appli- 
cations must be filed prior to June 1. 
Address Thomas F. Sheffer, D.O., Board 


_of Osteopathic Examiners, Las Olas Hos- 


pital, 1516 E. Las Olas Blvd., Ft. Lau- 
derdale. 


Georgia examinations July 5. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, 224 State Cap- 
itol, Atlanta. 
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THE QUALITY IS TYCOS... 


You have four possible combinations when you choose 


Tycos Aneroid and Cuff—so take time to select the pair 


that suits you best. Try both Tycos Hand and 


Pocket Aneroids with both Hook and Velcro Cuffs 


at your dealer. Taylor Instrument Companies, 


Rochester, New York and Toronto, Ontario. 


Tycos Hand Model Aneroid is preferred 
by many doctors for house calls and 
office use. It is shown here with new 
Velcro fastener. Velcro’s two nylon 
strips stick like a burr to a dog’s coat 
but separate easily. 


* 5098-V Tycos Hand Aneroid, 


complete with leather case 


$49.50 


* 5082 New Velcro Cuff, 
less rubber bag 


$8.00 


Tycos Pocket Model Aneroid, shown here 
with the regular hook cuff, is recom- 
mended for routine hospital use. Just 
circle adult arm once, hook it and it’s 
on. The zipper case protects the in- 
strument, fits any pocket. 


* 5090 Tycos Pocket Aneroid, 


complete with leather case 


$46.50 


#5080 Standard Hook Cuff, 
less rubber bag 


$9.50 


Taylor Lustrumenta MEAN ACCURACY FIRST 


Hawaii For information on examina- 
tion dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 
lulu 14, 

The following members were appoint- 
ed to the first State of Hawaii Board of 
Osteopathic Examiners by Governor 
Quinn: V. G. Clark-Wismer, D.O., C. D. 
Lake, D.O., and Richard Y. Kodama, 
D.O., and at a subsequent meeting were 
elected president, vice president, and 
secretary-treasurer, respectively. 


Idaho examinations June 9. Address 
Mrs. Nan K. Wood, director, Occupa- 
tional License Bureau, Department of 
Law Enforcement, State House, Boise. 


Illinois examinations July 12-14 at 
160 N. LaSalle St., Chicago. Applica- 
tions must be filed by the middle of 
June. Address Mr. Frederic B. Selcke, 
superintendent, Department of Registra- 
tion and Education, Capitol Bldg., 
Springfield. 


Indiana examinations in June. 


Ad- 
dress Miss Ruth V. Kirk, executive sec- 
retary, State Board of Medical Registra- 
tion and Examination, 538 Knights of 
Pythias Bldg., Indianapolis 4. 


Iowa basic science examinations July 
12 at the Capitol Building, Des Moines. 
Address Elmer W. Hertel, Ph.D., secre- 
tary, Board of Basic Science Examiners, 
Wartburg College, Waverly. 


Kansas examinations in June. Ad- 
dress Frances J. Nash, M.D., State Board 
of Healing Arts, New Brotherhood Bldg., 
Kansas City. 


Kentucky examinations June 6-7, 
Henry Clay Hotel, Louisville. Address 
Mrs. Ray Wunderlich, director, Medical 
Licensure and Registration, State Board 
of Health, 620 S. Third St., Louisville 2. 


Maine examinations June 14-15. Ad- 
dress George Frederick Noel, D.O., sec- 
retary, State Board of Osteopathic Ex- 
amination and Registration, 20 Monu- 
ment Square, Dover-Foxcroft. 


Maryland examinations in June. Ad- 
dress Christopher L. Ginn, D.O., secre- 
tary, State Board of Osteopathic Exam- 
iners, 19 W. Mulberry St., Baltimore 1. 


Massachusetts examinations July 12. 
Address David W. Wallwork, M.D., sec- 
retary, Board of Registration in Medi- 
cine, Room 37, State House, Boston 33. 


Minnesota basic science examinations 
June 7 at University of Minnesota, Min- 
neapolis. Address Raymond N. Bieter, 
M.D., secretary, Board of Examiners in 
the Basic Sciences, 105 Millard Hall, 
University of Minnesota, Minneapolis 14. 


Mississippi examinations in June. Ad- 
dress R. N. Whitfield, M.D., assistant 
secretary, State Board of Health, Jack- 
son 5. 


Nevada basic science examinations 


THE CHOICE IS YOURS | 
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the 

margin 
difference 
respiratory 
tract 
infections 


COSA-TERRAMYCIN® 


Oxytetracycline with glucosamine 


CAPSULES 

fie 
The greater effectiveness, proven safety he # 
and outstanding toleration of Terramycin ri 
provide a margin of difference for > 
swift response and uncomplicated recovery. — 


This margin is further extended by convenient, 
economical, ready-to-use Terramycin 
Intramuscular Solution followed by oral 
Cosa-Terramycin—the compatible, coordinated 


course of broad-spectrum therapy worthy Supply: Cosa-Terramycin Capsules—250 mg. and 125 

of consideration for your next patient with a 

respiratory infection. oz. and 1 pint. New Cosa-Terrabon Pediatric Drops— 


100 mg./cce, (5 mg./drop), preconstituted, fruit fla- 

vored, 10 cc. bottle with calibrated plastic dropper. 

Terramycin Intramuscular Solutiont—ampules of 100 

mg./2 cc, and 250 mg./2 ce. 


(Pfizer) Science for the world’s well-being™ Terramycin is also available in a variety of topical and 
local forms to meet specific therapeutic requirements. 
Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc. eTrademark 
Brooklyn 6, N. Y. Pharmaceutical Products, imc.” 
A-125 


JOURNAL A.O.A., VOL. 59, MAY 1960 


ina- 
ma, 
thie 
: 
TAP 
awe 
|| 
hy 
| 


E 1950...TEN YEARS OF GROWING CONFIDENC 
"IN THE EFFECTIVENESS AND SAFETY OF 


BENEMID. 


PROBENECID 


IN GOUT 


= 


probenecid. /SENEMID] 
into clinical medicine...a great deal of justifiable 


evidenced and numerous reports 

the--use of this drug-have appeareds+ 
patients who have gout should be offered prolonged 
i therapy with @ safe uricosuric agent such as 


ay — i. Bartels, E.C.; and Matossian, G. Gout: 
On-Probenecid(BENEMID ) 


Therapy, Arthritis and Rheumatism 2:193, nares 


BENE: -fromtoxic side 
- is “remarkably free = 
an a .Patients tolerate the drug well. 


+,-J.: Does Your 
= kie,-L:- 5 Talbot ? 
Have Gout?, Scientific 
“American Medical Association, New Yor y> 
June 3-7-1957. 


~ “Probenecid is-the 
drug_of 
_ 'uricosuric agent. Tr Choice ase. 


with Should be instituted 


Gm. given twice daily one 
i week, then 
out interruption, "3 


_____and Richaras, g. » Smith, R. 


Scientific Exhibit, American Medicat™ Associa- 
City, June 8-12, 1959. 


1000. 
Supply: 0.5 Gm. tablets, bottles of 100 and 


’ 
’ 


c co., Inc. 
BENEMIO 1S A TRADEMARK OF MERCK & 


HO we ‘ 
PA. 
H 
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STERILE! 


The nice old lady who scored her pie crusts “TM” and 
“TM” (‘Tis or ‘Tain’t Mince) never knew which was which. So 
it is with “homemade” petrolatum gauze...there’s always 
the question of sterility. That’s why most hospitals 
specify ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. This 
label insures the absolute sterility that is difficult to attain 
in hospital-made gauze. 


Available in 6 sizes 


IN DISPOSABLE PLASTIC TUBES VASE LI N E STE R : LE 


IN HEAT-SEALED FOIL ENVELOPES 
3” x 3” pads, open to 3” x 9” strips, 6 to box 


1” x 36” strips, 6 to box ris 
3” x 18” strips, 6 to box e 
3” x 36” strips, 6 to box age 4 a 4 J 
6” x 36” strips, 6 to box a | ale = 


PROFESSIONAL PRODUCTS DIVISION 
Chesebrough-Pond’s Inc., New York 17, N. Y. 


| 
| 
| 
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WHAT THIS} ANTIHISTAMINE DOES FOR YOUR PATIENT 


ANT I= trrecrs 


AILOR-MADE” ANTIHISTAMINE-— 


—the NEW 


as been designed to provide full symptom -control—yet side 
effects, particularly drowsiness, are negligible or absent. 


© No toxicity has been reported with TWISTON 
e Keeps patient symptom-free, alert—with unusually low dosage 


usual dosage: 


available dosage forms: TWISTON 
Tablets TWISTON, 2 mg. Adults: 1 to 2 tablets t..d. or q.i.d. 

Children: 1/2 to 1 tablet t.i.d. or q.i.d. 
Tablets TWISTON R-A, 4 mg. TWISTON R-A 


(Repeat Action Tablets) Adults: 1 tablet q. 8 to 12 hours. 


McNEIL LABORATORIES, INC., Philadelphia 32, Pa. *Trade-mark 
U.S. Patent Pending 


4 
| 
i 
| 


Rieser, C., in Conn, H. F., Ed., Current Therapy 1958, Philadelphia, W. B. Saunders Co., 1958, p. 401-402. tog 7 eS E. & Plank, L. Ey. 
75:359-541, Feb. 1955. Hughe 8, Jes Coppridge, W. M. & Roberts, L. C., North Carolina M. J. 17 :320- 324, July 1956. Campbell, M. F, » Mod 
24:85-91, Nov. 15, 1956. Bernard, }. A., Southwestern Med. 37:88, Feb. 1956. me H., Aertzl. Praxis 8:(29), 1956. Rie! herdsen. E. Tai ine 
Il. F., Ed., Current Therapy 1957, Philadelphia, W. B. Saunders Co., 1957, 530. Lowsley, 0.8. & a T. J., Clinical U rology, 
Baltimore, The Williams & Wilkins Co., 1956, vol. 2, p. 776. Lowsley, 0. Ss. & iioeelen, T. J., Clinical Urology, ed. 3, Baltimore, The Williag 
Wilkins Co., 1956, vol. p. 075. Winer, J. H., California Med. 8§4:204-205, March 1956. Creevy, C. D., ‘Minnesota Med. 29: > 281-284 
May 1956. Marks. R. G.; i: avich, L. & Wilhelm, S. F.. J. Urol. 73:179-181, Jan. 1955. Harris, J. A. & Vest, S. A., Postgrad. Med. 17: 58-65 } 
1955. Carroll, G., J. Urol. 73 609-612, March 1955. Clapper, W. E.; Burdette, R. 1. & P lank, L. E., (Proc. Am. Soc. Bact., 55th — Meet, 
York, May 8-12, 1955) Bact. Proc., 80-81, 1955. Ste res H. W., Jr., J. Am. Osteopath. A. §4:475-479, April 1955. Kass, E. Am. J} 
18:764-781, May 1955. Marquardt, ¢ a Clin. Med. 62:575-581, June 1955. Mou, T. W., GP 12:103-109, July 1955. Taylor, KR D., M 
North America 29: 957-9638, July 1955. Burde tte, R. Plank, R. E. & C W. E., Antibiotics & Chemother. 5:392-397, July 1955, 
Cc. C., Am. J. Digest. Dis. 22:204-206, July 1955. Yow, E. M., Ann. Int. Med. 7323-332, Aug. 195 0D. ara 5. P.& Balch, H. M,, Clin. 
62:797-801, Aug. 1955. Bunn, P. A.; Dutton, R.; Berg, G. & Black, M., New ‘vork State J. “Med. 2357-2360, Aug. 15, 1955. Joron, (I 
DeVeie 8, J.3 id. G.: Mathews, W. HL. & McKay, J. W.. ‘Diabe stes 4:99-103, March-April, 1955. Robins, J. Kentucky M. A., 56:47 , 
Young. K. R. & Claney, C. F.. M. Clin. North America 39:1665-1670, Nov. 1955. Raabe, 5S. & Albrecht, 7 . Deutsche med. We hnschr, 80:1 
1732, Nov. 25, 1955. Carroll, G.; Brennan, R. V. & Allen, H., Chicago M. Soc. Bull. 56:626-630, Feb. 13 3, 19: 54. Parker, D., J.A.M.A. 154:979, 
March 20, 1954. Everett, H. S. & Long, J. H., Am. J. Obst. & Gynee. 67:916-930, April 1954. Creevy, C. D. & Feene y, M. Sa og J. Urol. 723635 
May 1954. Finn, J. J. & Clarke, B. G., Bull. New England M. Center 16: 64-70, e 1954. Pise jotta, Hinz, E. & Hirschboeck 
J. Urol. 71: 768-770. June 1054. Lattimer, J. K., Bull. New York Acad. Med. 20:544-547, July 1954. Runes, E., J. Iowa State y 
44:281-284, July 1954. Creevy, C. D., Postgrad. Med. 16:359-363, Oct. 1954. 7M dello ry, 1 R., S. Clin. North ged om 34:1435-145} | 
1954. Collier, E. J.; Howard, T. L.; Lipscomb, J. M.; Buchtel, H. A. & Ivers, W. M., Rock y a iin M. J. 52:888-893, Oct. 1954, Cross, R,R, 
Hufschmitt, J. R. Cates, Urol. 7.2:969-974, Nov. 1954. Hughes, J.; Copyridge, W. M. & L. C., South. J. 47 1082.) 
Nov. 1954. Creevy, C. D. & Price, W. E., J. Urol. 72:1233-1287, Dec. 1054. Phillips, C. A. D. & Lloyd, J. Urol. 72:1247-1254, Dee. 
Maluf, N. S. R.. J. rol. 72:1104- 1136, Dec. 1954. Balch, H. H., Mil. Surgeon 115:419-426, Dec. 1! Shoemaker, 
Ulin, A. W.: Marucci, Hl. D. & Martin, W. L., Ann. Surg. 140:832-838, Dec. 1954. Thompson, G. J., Tr. Am. A. Genito-U rinary Surge 
161-166, 1954. Drummond, A. C., Geriatrics 8:27-32, Jan. 1953. Waisbren, B. A. & Hastings, E. V., Arch. Path. 55:218-222, March 
Barnard, D. M.; Story, R. D. & Rott, H. F., New E es land J. Med. 248:136-141, Jan. 22, 1953. Singer, P. L., Clin. Med. 60:204- 208, April 
Chen, J. Y. P.: Priddle, O. D.; Crawford, _ & Boschetti, R., (Proc. Am. Soc. Pharmacol. & Exper. Therap., 13rd Ann. Meet., C hicago, Ill, A 
6-10, 1955), Fed. Proc. 12:309-310, March 1953. Rattner, and Liberman, P..R., Clin. Med. 5:313, O’Conor, Y. J., Urol, g 
2:75-86, April “rr Colby, F. H., New England J. Med. :682-689, April 16, 1953. O’Conor, V. J. & ae ids, S., J. Am. Geriatrics | 
1:355-361, May 1953. Everett, H. S.. & Brack. ©. & Gynec. 1:571-578, May 19538. Rho: P. 8.3 E. & Adair, D, 
Antibiotics & Chemother rapy 3:721-730, July 1953. Yow, E. a Am. Pract. & Digest Treat. 4:521-52 Pcbalag 1953. Eisenberg, G. M.; Alexa 
J. D., Jr. & Flippin, H. F., J.A. M. A. 152:1302-1304, Aug. 1, 1953. Herrell, W. E.; Nichols, D. R. x Martin, W. J., J.A.M.A. 152:1601-19 


The quality of greatness 


45:870-874, Sept. 1s 52. Leadbetter, W. F. & Woodruff, L. M., M. —— North America ?6:1421-1433, Sept. 1952. Jeghers, H., GP 6:7 
Sept. 1952. Creevy, D.. Surgery 3#2:749-756, Oct. 1952. Creevy, C. D. & Tichy, F. Y., Arch. Neurol. & Psychiat. 68:539-548, Oct. 19 
Anonymous, M. Tier 30:666-681, Nov. 1952. Johnson, D. H., Arc ." Int. Med. 90:711-717, Nov. 1952. Kreitner, H., Wien. klin. Wehn: 
21:369, 1952. Nesbit, R. M. & Baum, W. C., J.A.M.A. 150:1459-1462, Dec. 18, 1952. O’Cenor, Y¥. = Proc. Inst. Med. Chicago 19:1874 


Dec. 15, 1952. Garvey, F. K. & Laneaster, J. M., N. Carolina M. J. 18:78, Feb. — Taylor, W. & ver J. N., J. Urol. 68:659- 
Sept. 1952. Hubbell, R. J., J. Michigan State M. Soc. 51:1433, Nov. 1952. Baty, J. » Nebraska : 203-296, 1952. Ga 


F. kK. & Cline, W. A., Urol. & Cutan. Rev. 5¢:23-24, Jan. 1952. Hinman, F., Jr., a Ticorat, a Med. 76:1-7, Jan. 1952. Rhoads, P. S.; Billings, 
& O' Conor, V. J., J.A.M. A. 148:165-170, Jan. 19, 1952. Womack, C. R.; Jackson, G. G.; Gocke, T. M.; Kass, E. H.; Haight, T. H. & Finland, 
Arch. Int. Med. 89:240-256, Feb. 1952. Baker. R., S. Clin. North America ?2:311-323, Feb. 195 2 Kimbrough, j. & Morse, C. W. H,, 


Surgeon 110:17 7-180, March 1952. Royce, R. k., Bull. St. Louis M. Soc. 46:457-458, March 21, ‘ 152. MeMartin, W. J. & Milam, D. F., J. A} 
148:1117-1121, March 29, - 52. Waisbren, B. A. & Carr, C., Am. J: M. Se. 223: ." 421, April 1952. Seeretan, M. « Schweiz. med. Wehns 
82:345-350, April 5, 1952. N fey, C. & Markham, M. J., New York State J. Med. 1033-1035, April 15, 1952. Seeretan, M., Schweiz. m 


Wehnschr. 82:453-456, April 19, 1952. Abruzzi, W. A., Tufts M. J. 19:15-20, May 1: 982. Bourgeois, G. A., Am. J. Surg. 83:671-673, May 1g 
Carroll, G. & Bre *nnan, R. V., J. Inte srnat. Coll. Surgeons 17:809-818, June 1952. Lazarus, J. A. & Wood, W. A.. Am. Pract. & Digest Tr 
3:445-452, June 1952. Carroll, G. & Brennan, R. V., J. Urol. 68:88-95, July 1952. Schoonover, F. S., Jr.. M. Times 80:425-430, July 19 
Singer, P. L., Clin. Med. 59:317-320, July 1952. Prentiss, R. J.: Mullenix, R. B. & Whisenand, J. M., California Med. 77:7-11, July 19 
Yow, E. M., J.A.M.A. 149:1184-1188, July 26, 1952. Becher, E., Med. Monatsschr. 5:786-787, Nov. 1951. Flint, 1. D., S. Clin. North Ama 
31:681-690, June 1951. Cummings, R. H., Arizona Med. 8:28-33, July 1951. Duffy, D. B., M. J. Australia 2:107, July 1951. Anonym 
Am. Prof. Pharm. 17:726-727, Aug. 1951. Carroll, G. & Brennan, R. V., J. Florida M. A. 33:257-259, Oct. 1951. Raabe, S., J.A.M.A. 149:1 
June 14, 1952. Renshaw, J. E., J. Am. M. Women’s A. 6:438-439, Nov. 1951. Carroll, G. & Brennan, R. V., South. Med. & Surg. 113: 
Nov. 1951. Baird, S. S., Am. Pract. & Digest Treat. 2:1038-1041, Dec. 1951. Colston, J. A. C., West Virginia M. J. 47:377-383, Dec. 14 
Rhoads, P. S.: Billings, C. E. & Adair, D. M., (Proc. Central Soc. Clin. Res., 24th Ann. Meet., Chicago, Ill., Nov. 2-3, 1951), J. Lab. & Clin. i 
28:942, Dec. 1951. He srrold, R. D., S. Clin. North America 20:61-69, Feb. 1950. Burns, E., J. Omaha Mid-West Clin. Soc. 11:37-45, April I! 
Plichet, A., Presse med. 58:495, April 29, 1950. Bigler, J. A. & Thomas, O., Am. J. Dis, Child. 79:785-790, May 1950. Howard, F. S., Stanft 
M. Bull. &:66-72, May 1950. Anonymous, Southwestern Med. 31:178, June 1950. Gloer, H. U., Praxis 39:687-689, Aug. 10, 1950. Carroll, 
Allen, H. N. & an, _ Postgrad. Med. 8:812-316, Oct. 1950. Weir, A. B., Jr., South. M. J. 43:868-871, Oct. 1950. Hess, E.; Roth, R. B 
Kaminsky, A. F., J.A.M.A. 144:601-605, Oct. 21, 1950. Stewart, B. L. & Lash, J. J., J. Urol. 64:801-810, Dec. 1950. MeCrea, L. E. & Schneebe 
A., J. Internat. Coll. Surgeons 14:721-725, Dec. 1950. Thompson, R. F., Southwestern Med. 91:403-409, Dee. 1950. Hinman, F., Jr., Af 
West. Med. & Surg. 4:829-8533, Dec. 1950. Carroll, G.; Allen, H. N. & Flynn, H., J.A.M.A. 142:85-86, Jan. 14, 1950. Langemann, i, Schwe 
med. Wehnschr. 80:78-81, Jan. 28, 1950. Birchall, R. & Alexander, J. E., Medicine 29:1-28, Feb. 1950. Wilhelm, S. F. & Orkin, L. A., J. U 
61:131-139, Jan. 1949. Rhoads, P. S.; Svec, F. A. & Rohr, J. H., Quart. Bull. Northwestern Univ. M. School 27:104-111, Spring 1949. Laza 
J. A. & Schwarz, L. H., J. Urol. 61:649-657, March 1949. Schiffrin, M. J., Mod. Hos sp. 72:104, 106, 108, 110, March 1949. Rhoads, P. S.; Sy 
F, A. & Rohr, J. H., Mississippi Valley, M. J. 71:87-89, May 1949. Schweinburg, F. B. & Rutenhe “rg, A. M., Proc. Soc. Exper. Biol. & M 
71:20-28, May 1949. Rhoads, P. S.; Svee, F. A. & Rohr, J. H., Proc. Inst. Med. C hens 0 17:3: a June 15, 1949. Brickhouse, R. L.; Lepper, M.jj 
Stone, T. E. & Dowling, H. F., ‘Am. J. M. Se. 28:133-1387, Aug. 1949. Carroll, G.; Allen, H. N. & Flynn, H., Urol. & Cutan. Rev. 53:677-f 
Nov. 1949. Wilhelm, S. F.: Schloss, W. A.; Orkin, L. A.; Seligmann, E,. & Wasserman, M., J. 1 M. A. 141:837- 339, Nov. 19, 1949. Herring, A. 
Mississippi Doctor 27 :329-332, Dec. 1949. Thompson, H. T., J. Urol. 62:892-899, Dec. 1949. Sarnoff, S. J.; Freedman, M. A. & Hyman, A, 
J. Urol. 55:417-427, April 1946. Studdiford, W. E., Jr., S. Clin. North Americ a 34:293-302, April 1954. Haine os, W. H. & Micelli, S., Penns 
vania M. J. 50:1328-1330, Sept. 1947. Narins, L., J. Urol. 59:92- 95, Jan. 1948. Rodgers, R. S. & Colby, F. H., J. Urol. 59:659-663, April 14 
Sarnoff, S. J., Proc. Soc. Exper. Biol. & Med. 68:23-26, May 1948. Rhoads, P. S.; Svec, F. A. & Rohr, J. H., (Proc. Central. Soc. Clin. I 
20th Ann. Meet., Chicago, IL, “—. 3l-Nov. 1, 1947), J. Lab. & Clin. Med. 22:1530-1531, Dec. 1947. Lanarus, J. A., M. Clin. North Ament 
82:1415-1425, Sept. 1948. Scholl, ey Hinman, F.; Crowley, E.; Helper, A. B.; Gutierrez, R.; Thompson, G. J.; Cook, E. N. & O’Conor, Y. 
Arch. Surg. 57:699-728, Nov. 1948. Fergusson, J. D.: Reinold, D. G. & Wrigley, F., Lancet 2:969-971, Dec. 18, 1948. Schnitzer, R. J.; Fos 
R. H. k.; Ercoli, N.; Soo-Hoo, G.; Mangieri, C. N. & Roe, M. D., J. Pharmacol. & Exper. Therap. 88:47-57, Sept. 1946. Wuest, H. M. & Hoff 
M., United States Patent 2,430,004, Nov. 4, 1947. Rhoads, P. S.; Svee, F. A. & Rohr, J. H., J. Lab. & Clin. Med. 272:1530-1531, Dec. 1947. Beye 
M. S.: Schoenbach, E. B.; Ott, c. E. & Long, P. H., Bull. Johns Hopkins Hosp. 82:633-635, June 1948. Marchal, E. K., Jr., Proc. Soc. Exp 
Biol. & Med. 68:472-473, July-Aug. 1948. Holland, M. O., Am. J. Pharm. 120:409-443, Nov. FG Rhoads, P. S. & Schram, W. R., J. Lab. 
Clin. Med. 22: 1461, Nov. 1948. Dowling, H. F.: Sweet, L. K.; Hirsh, H. L. & Lepper, M. H., J.A.M.A. 139: 755- 758, March 19, 1949. Norm 
A. P., Lancet 2281-282, Aug. 13, 1949. Schweinburg, F. D. & *_ aoe rg, A. M., J. Lab. & Clin. Med. 1457-1461, Oct. 1949. Siniscal, A. 
Arch. Ophth. 4 :422- 437, Oct. 1949. Whelton, R. L.; Caldwell, E. R., Jr.; Lepper, M. H.; Sweet, L. K. - ‘Souting, H. F., J. Pediat. 35: 447-43 
Oct. 1949. aay ye Rhoads, P. S. & Rohr, J. H., Arch. Int. Med. 85:83-90, Jan. 1950. Rhoads, P. S.; Svee, F. A. & Rohr, J. H., Arch. Int. Me 
85 2259-264, Feb. 1950. Siniscal, A. A., Am. J. Ophth. 33:715-724, May 1950. Rhoads, P. S.; Schram, W. R. & Adair, D., J. Am. Dent. A. 412554 
July 1950. Butt, A. J. & Perry, J. Q., South. M. J. 43:671-674, Aug. 1950. Hendrix, J. P., North Carolina M. J. 11:498-500, Sept. 1950. Ki 
W. M. M., J.A.M.A. 144:233-236, Sept. 16, 1950. Roth, O.; Cavallaro, A. L.; Parrott, R. H. & Celentano, R., Arch. Int. Med. 86: 498- 504, 0 
1950. Aubertin, E., J. med. Bordeaux 127 :829- 830, Dec. 1950. Grunberg, E. & Eldridge, D., Yale J. Biol. & Med. 22:184-189, Dec. 1950. Ha 
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was Reports in hundreds of leading journals and scores 
237, Jan of standard textbooks reflect the position of Gantrisin 
ol. 71361 as a drug of choice in genitourinary infections. 
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wal SOVERS THE PREDOMINANT PATHOGENS 

68 +6594 With its wide spectrum, Gantrisin covers all pathogens predominant 
ting in the urinary tract,’ including many resistant strains. Its use in 

8, . 

Finland, cystitis?->.* often achieves better control than ‘‘...some of the more 
expensive antibiotics. ’’! 

Wehnsi 
hweiz, ASSURES SAFETY THROUGH HIGH SOLUBILITY 
May 
gest Th The low toxicity and high solubility of Gantrisin!-*> are especially 
Tule | important when dysuria in cystitis contraindicates fluid-forcing! or 
- Amer when prolonged therapy is required.’ 

nonym 
r. 113: PROVIDES ROUTINE PROPHYLAXIS 

Dee. 1 

Clin. In routine prophylaxis’ after surgery and manipulations, Gantrisin 
Ane significantly reduces the incidence and severity of cystitis. Results here 
have been termed ‘‘excellent.’’8 
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July 5. Address Kenneth C. Kemp, 
Ph.D., secretary, Board of Examiners in 
the Basic Sciences, Box 9355, University 
of Nevada, Reno. 


New Jersey examinations June 21-24. 
Address Mr. Michael E. H. Sweeney, ad- 
ministrative secretary, Board of Medical 
Examiners, 28 W. State St., Trenton 8. 


New Mexico examinations June 15. 
Address L. D. Barbour, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Roswell Osteopathic Hos- 
pital, Roswell. 

Basic science examinations July 17. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


New York examinations in June. Ad- 
dress John W. Paige, M.D., chief, Bu- 
reau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany. 


North Carolina examinations in July. 
Address Joseph H. Huff, D.O., secretary, 
State Board of Osteopathic Examination 
and Registration, 330 W. Front St., Box 
1177, Burlington. 


North Dakota examinations in July. 
Address M. J. Hydeman, D.O., secretary, 
State Board of Osteopathic Examiners, 
417% Broadway, Bismarck. 


Ohio examinations in June. Address 
H. M. Platter, M.D., secretary, State 


Medical Board, 21 W. Broad St., Colum- 
bus 15. 


Ontario examinations in June. Ad- 
dress D. Gordon Campbell, D.O., secre- 
tary, Board of Directors of Osteopathy, 
2 Bloor St., E., Toronto 5. 


Oregon examinations in July. Address 
Mr. Howard I. Bobbitt, executive secre- 
tary, State Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


Pennsylvania examinations at Phila- 
delphia College of Osteopathy, 48th and 
Spruce Sts., Philadelphia, July 13-14. Ap- 
plications must be on file 15 days prior 
to examination together with intern 
training certificate. Address Mrs. Kath- 
erine M. Wollet, secretary, State Board 
of Osteopathic Examiners, Bureau of 
Professional Licensing, 501 Education 
Bldg., Harrisburg. 


Rhode Island examinations July 7-8 
at Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional Reg- 
ulation, 366 State Office Bldg., Provi- 
dence. 

Basic science examinations August 10 
at Room 366, State Office Bldg., Provi- 
dence. Applications must be filed 2 
weeks prior to examinations. Address Mr. 
Casey. 


South Carolina examinations June 21. 
Address Ernest A. Johnson, D.O., secre- 
tary, State Board of Osteopathic Exam- 
iners, Box 525, Summerville. 


South Dakota examinations July 19- 
20. Address Mr. John C. Foster, execu- 
tive secretary, State Board of Medical 
and Osteopathic Examiners, Room 300, 
First National Bank Bldg., Sioux Falls. 

Basic science examinations in June. 
Address Gregg M. Evans, Ph.D., secre- 
tary, State Basic Science Board, 310 E. 
15th, Yankton. 


Tennessee examinations in February 
and August at Nashville. Address M. E. 
Coy, D.O., secretary, Board of Examina- 
tion and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 

Texas examinations June 20-22 at 
Texas Hotel, Fort Worth. Applications 
for examination must be filed 10 days 
prior to meeting date. Applications for 
licenses by reciprocity must be filed 30 
days prior to the June meeting date. Ad- 
dress Miss Luanna Knox, assistant secre- 
tary, State Board of Medical Examiners, 
1714 Medical Arts Bldg., Fort Worth 2. 


Utah examinations in June. Address 
Mr. Frank E. Lees, director, Registration 
Division, Department of Business Regu- 
lation, State Capitol, Salt Lake City 14. 


Vermont examinations June 22-23 at 
Montpelier. Applications must be filed 
by June 10. Address C. D. Beale, D.O., 
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secretary, State Board of Osteopathic Ex- 
amination and Registration, Mead Bldg., 
Rutland. 


Virginia examinations in June. Ad- 
dress K. D. Graves, M.D., secretary, 
Board of Medical Examiners, 631 First 
St., S.W., Roanoke. 


Washington examinations in July. Ad- 


dress Mr. Thomas A. Carter, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in July. 
Applications must be filed in advance. 
Address Mr. Carter. 


West Virginia examinations June 13- 
14 at the Daniel Boone Hotel, Charles- 
ton. Applications for reciprocity either 
date. Address Donald C. Newell, D.O., 
secretary, Board of Osteopathy, Box 611, 
Oak Hill. 


Wisconsin examinations July 13 for 
reciprocity applicants only at 115 So. 
Pinckney St., Room 28, Madison 3. Writ- 
ten examinations July 12-14. Applica- 
tions must be filed 2 weeks prior to ex- 
aminaton. Address Thos. W. Tormey, 
Jr., M.D., secretary, State Board of 
Medical Examiners, 115 So. Pinckney St., 
Room 28, Madison 2. 


Wyoming examinations June 6. Ad- 
dress James W. Sampson, M.D., secre- 
tary, State Board of Medical Examiners, 
State Office Bldg., Cheyenne. 


Reregistration 
of osteopathic licenses 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for non-residents. Address 
Richard Y. Kodama, D.O., secretary, 
Board of Osteopathic Examiners, 826 
Keeaumoku St., Honolulu 14. 


During June—lIllinois, $6.00. Address 
Mr. Frederick B. Selcke, Superintendent 
of Registration, Department of Registra- 
tion and Education, Capitol Bldg., 
Springfield. 


Before June 30—Delaware, $20.00. 
Address Joseph S. McDaniel, M.D., sec- 
retary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


June 30—Missouri, $2.50. Notices for 
registration will be sent to the last known 
address the first part of June. Address 
Mr. John A. Hailey, executive secretary, 
Board of Registration for Healing Arts, 
P. O. Box 4, Jefferson City. 


June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.W., 
Roanoke. 


June 30—Wyoming, $2.50. Address 
James W. Sampson, M.D., State Board 
of Medical Examiners, State Office Bldg., 
Cheyenne. 


Before July 1—West Virginia, $2.00. 
Address Donald C. Newell, D.O., secre- 
tary, Box 611, Oak Hill. 


July 1—Idaho, $10.00. Address Susan 
B. Kerr, D.O., secretary, State Board of 
Osteopathic Examiners, McCall. 


July 1—Iowa, $1.00. Address Mr. Her- 
man W. Walter, assistant secretary, State 
Board of Osteopathic Examiners, 519-20 
Insurance Exchange Bldg., Des Moines. 


July 1—Kansas, $5.00. Address Fran- 
cis J. Nash, M.D., treasurer, State Board 
of Healing Arts, New Brotherhood Bldg., 
Kansas City, Kansas. 


July 1—Michigan, $5.00. Address Roy 
G. Bubeck, Jr., D.O., treasurer, State 
Board of Osteopathic Registration and 
Examination, 2851 Clyde Park Ave., 
S. W., Grand Rapids 9. 


July 1—New Mexico, $5.00. Address 
L. D. Barbour, D.O., treasurer, State 
Board of Osteopathic Examination and 
Registration, Roswell Osteopathic Hos- 
pital, Roswell. 


July 1—North Dakota, $3.00. Address 
M. J. Hydeman, D.O., treasurer, State 
Board of Osteopathic Examiners, 417% 
Broadway, Bismarck. 


July 1—Oklahoma, $2.00. Address G. 
R. Thomas, D.O., treasurer, State Board 
of Osteopathy, 2923 N. Walker, Okla- 
homa City 3. 


potencies (water-solubili 
natural vitamin A) 


25,000 U.S.P. units 
50,000 U.S.P. units 


100,000 U.S.P. units 


bottles of 100, 500 and 10 
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4 readily, rapidly, completely reaches the 
aquasol A capsules — : 1e most widely fused of all oral vita amin 
@QUEOUS vitamin Ais more promptly, more fully, a 
erated — fish taste, odor and allergens are 
@CONOMICAT — less dosage is needed and treatment time is sharply 100 capsules Be 
Arlington-Funk Laboratories, division Davidson, D D. and Sobel, A. | : 


particularly suited for arthritic patients 


Combining the antacid MAALOX® with aspirin increases both absorption and 
utilization of the salicylate. As a result, ASCRIPTIN acts twice as fast as plain 
aspirin and analgesic action lasts much longer due to maintenance of higher 


plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN even when large doses are 


given over prolonged periods. 


Of particular value in arthritis and rheumatic disease, ASCRIPTIN is an ex- 


cellent salicylate for routine use. 


Formula: Acetylsalicylic acid 0.30 Gm., MAALOX (magnesium-aluminum hy- 
droxides) 0.15 Gm. Offered: Bottles of 100 and 500. 
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WILLIAM H. RORER, INC. 


Philadelphia 44, Pa, 


Within 60 days after July 1—Indiana, 
$5.00 residents; $10.00 non-residents. 
Address Miss Ruth V. Kirk, executive 
secretary, State Board of Medical Regis- 
tration and Examination, 538 Knights of 
Pythias Bldg., Indianapolis 4. 


Examination 


by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and 11 of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
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Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 


_pathology, and surgical specialties; neu- 


rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 


Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic priciples, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1953 must take Part III in 1960 
or forfeit the right to complete the ex- 
aminations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part I 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
of a 1-year internship approved by the 
American Osteopathic Association. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Mortality record 
for 1959 


In 1959, the death rate among the In- 
dustrial policyholders of the Metropolitan 
Life Insurance Company was fractionally 
higher than that in the preceding year; 
but when allowance is made for the 
increase in the average age of these in- 
sured, the mortality record for all ages 
combined shows a 2 percent decrease 
from 1958. In the past three years, mor- 
tality has been at a somewhat higher 
level than in the preceding three years, 
reflecting, in part at least, the wide- 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, Feb. 1960. 
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Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 
@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


ag 


SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 

Protein of high biologic value is obtained from the 
soybean by an exclusive process. 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 
ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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SMALL SIZE 


New 3 oz. dispenser 
is easy for patients 
to use. 


ARNAR-STONE LABORATORIES, INC. 


in minutes . . . lasts for hours 


Americaine Aerosol is used in hundreds of leading 
hospitals for routine spray-on-relief of pain for ob- 
stetrical and gynecological patients. Provides relief 
in 2-3 minutes which lasts 4-6 hours. Americaine 
Aerosol has bacteriostatic action—is quick, sani- 
tary, easy to apply. Only Americaine (Aerosol, 
Ointment and Liquid) contains 20% dissolved ben- 
zocaine for faster, more prolonged relief. 


For Painful: 
Post-Episiotomies 
Hemorrhoids 
Exanthemas 


Send for samples and literature 


Automatic Spray Topical Anesthetic 
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AEROSOL 


MOUNT PROSPECT, ILLINOIS 


Burns — Sunburn 
Post-Hemorrhoidectomies 
Abrasions, cuts, etc. 


spread prevalence of upper respiratory 
infections. Under such conditions, not 
only is there usually an increased toll 
from pneumonia and influenza, but also 
from the cardiovascular-renal diseases. 
The 1950's recorded a smaller im- 
provement in mortality among the In- 
dustrial policyholders than any other 
decade in the past half century. Reflect- 
ing the long-term progress in life conser- 
vation, the recorded death rate among 
these insured in 1959 was little more 
than half that experienced in 1911; when 
account is taken of the increase in the 
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average age of these insured, the reduc- 
tion is not far from two thirds. 


SAVINGS IN LIVES 


During 1959, there were about 108,- 
000 deaths reported among the Com- 
pany’s Industrial policyholders at ages 1 
and over. If the death rates by age in 
each color-sex group had been the same 
as those in 1911, there would have been 
291,000 deaths among these insured. In 
other words, approximately 183,000 
deaths were postponed in 1959 because 
of the reduction in mortality since 1911. 


MORTALITY BY SEX AND AGE 


Each sex recorded a reduction in mor- 
tality from 1958 to 1959. Among white 
males the age-adjusted death rate at ages 
1-74 combined fell from 9.27 per 1,000 
to 8.95, or 4 percent. Among white fe- 
males the death rate decreased from 4.63 
to 4.56 per 1,000, and established a new 
low. Reductions were noted among white 
males in each age group except 5-19 
years, but among white females no dis- 
tinct age pattern was found. 

Since 1911-15 remarkably large reduc- 
tions in mortality have occurred at every 
age period. Among white males the de- 
crease exceeded 90 percent at ages 1-4, 
and was more than 70 percent at the 
other ages under 45; even at ages 65-74 
it was no less than 37 percent. The long- 
term downward trend in mortality for 
females was more rapid than that for 
males in practically every age group. 


RANK OF CAUSES OF DEATH 


Heart disease is currently by far the 
leading cause of death among the Indus- 
trial policyholders, accounting for about 
40 percent of the total mortality at all 
ages combined. The cardiovascular-renal 
diseases as a whole—including vascular 
lesions of the central nervous system— 
were responsible for more than half the 
mortality from all causes combined. Can- 
cer (malignant neoplasms) accounts for 
about 1 death in every 5, and accidents 
for 1 death in every 20. 


TREND FOR MAJOR CAUSES 


The death rate from the cardiovascu- 
lar-renal diseases increased  slightly— 
from 352.0 per 100,000 in 1958 to 355.5 
in 1959. In the past three years, the 
average death rate from these diseases 
was 8 percent above that for the preced- 
ing three-year period, 1954-56. 

Cancer mortality rose from 139.8 to 
141.9 per 100,000 between 1958 and 
1959. For cancer of the digestive system 
the increase was from 46.8 to 48.1 per 
100,000 and for respiratory cancer from 
19.9 to 21.2. 

Mortality from diabetes decreased 
slightly last year. In the past six years 
the diabetes death rate has fluctuated 
within very narrow limits around 15 per 
100,000. 


COMMUNICABLE DISEASES 


The combined death rate from pneu- 
monia and influenza in 1959 was about 
10 percent below that in 1958, but ap- 
proximately one third above the level for 
1954-56. In the first four months of 1959 
the death rate from these diseases was 
nearly 30 percent lower than that in the 
like period of the year before, when up- 
per respiratory disease was epidemic. 
In contrast, the death rate for the May- 
December period was higher in 1959 
than in 1958. 

Further progress was made during 
1959 in the control of tuberculosis, the 
death rate from the disease reaching a 
new low of 5.7 per 100,000, or 15 per- 
cent below the rate recorded the yeap 
before. The reduction has amounted p 
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rationale: 


one dose q. 12 h. 


Indicated in the pro- 
phylaxis of chronic 
bronchial asthma; in 
treating congestive 
heart failure, paroxys- 
mal dyspnea, Cheyne- 
Stokes respiration. 
Bottles of 30, 100, 250 


*U.S. Patent No. 2895881 
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oral aminophylline 
with an UnUSUally low incidence 


of gastric distress 


oral Sustained Medication® Aminophylline (4% gr.) _ 


one dose q. 12 h. maintains 
_ effective uniform blood levels — 


An unusually low incidence of gastric irritation with 
Dura-Tab S.M. Aminophylline makes this valuable 
antiasthmatic, diuretic and cardiotonic available to 
many patients who could not tolerate ordinary oral 
aminophylline. 


Whereas the total daily dose of ordinary oral amino- 
phylline is almost wholly released in the stomach, only 
a fraction of Dura-Tab S.M. Aminophylline contacts 
the gastric membranes — the balance being slowly 
absorbed over the entire intestinal tract. 


(1 to 2 Dura-Tab S.M. Aminophylline) to adults main- 
tains effective blood levels due to a carefully controlled 
release of the active drug. In children under 10, one- 
half Dura-Tab q. 8 to 10 h. Cost comparable to ordi- 
nary aminophylline tablets. 


Write for samples and detailed literature. 


Wynn PHARMACAL CORPORATION 
Lancaster Avenue at 51 Street, Philadelphia 31, Pa. 
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The Upjohn Company 
Kalamazoo, Michigan 


Clinical use 
of Oxylone 
in an allergic 
skin reaction 
due 

to a drug 


Photographs by 
courtesy of 
W. C. Grater, M.D. 


Oxylone 


the first steroid 
developed specifically 
for topical application 


also available 


Neo- 
Oxylone’ 


for infected dermatoses 


Supplied in 7.5 Gm. tubes 
with applicator tips: 


Oxylone Cream — 

each gram contains 0.25 mg. 
(0.025%) fluorometholone. 
Neo-Oxylone Topical Ointment — 
each gram contains 0.25 mg. 
(0.025%) fluorometholone 

and 5 mg. neomycin sulfate 
(equivalent to 3.5 mg. 

neomycin base). 

References: 

1. Perlstein, S. M.: Antibiotic Med. 
& Clin. Therapy 6:575 (Oct.) 1959. 
2. McCormick, G. E., Jr. 

and Olansky, S.: Ibid., p. 581. 


*Trademark, Reg. U.S. Pat. Off. 
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For the 
first time... 


a dorso-lumbar 
support with 

single adjustment 
of shoulder straps 
in front to assure 
correct support 


It’s always been a problem for the 
patient to adjust satisfactorily the con- 
ventional dorso-lumbar support. In order 
to adjust shoulder straps at each side, 
the patient has to turn the shoulders out 
of normal position. This makes it diffi- 
cult to attain the optimum support for 
the upper back. 


Now Truform has the answer... 
shoulder straps that are tightened by a 
single adjustment in front, as shown in 
the drawing. No twisting and turning to 
each side. The patient’s shoulders stay 
in their normal position, the adjustment 
firmly maintains the desired corrective 
position. The tightened straps, which 
cross in the back, are then held securely 
in a simply designed “keeper” (shown 
in drawing). 

Greater height in the back, too, with 
two full-height steel stays to assure firm 
support. Comfortable adjustable under- 
arm pads .. . 3 pull-straps to adjust 
and distribute tension. 

Always look to Truform supports that 
are anatomically correct and therapeutic- 
ally sound ... fitted with skillful knowledge 
... available to you and your patients only 
from the Ethical Appliance Dealer. 


anatomical supports 


NEW DORSO-LUMBAR SUPPORT 


Women's models 1173- 
HS full skirt (pictured 
above) and 1174-HS reg- 
ular length. Men's model 
417-HS regular length. 
Drawing shows single 
adjustment of shoulder 
Straps in front, retained 
in “keeper”. 


3960 Rosslyn Drive, Cincinnati 9, Ohio 
Branches: New York and San Francisco 
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more than 70 percent since 1950 and to 
no less than 97 percent since 1911. 

The death rate from acute poliomye- 
litis increased from 0.1 per 100,000 in 
1958 to 0.2 in 1959. In 1953, prior to 
the introduction of the Salk vaccine, the 
death rate from this disease was 1.0 per 
100,000 and in 1952 it was 1.5. In the 
general population of the United States 
there were 8,577 cases of poliomyelitis 
reported in 1959, compared with 6,029 
in 1958, an increase of more than 40 per- 
cent. 

Among the Industrial policyholders, 
the principal communicable diseases of 
childhood—measles, scarlet fever, whoop- 
ing cough, and diphtheria—recorded a 
death rate of only 0.1 per 100,000 in 
1959. In 1911, the death rate from diph- 
theria alone was 27.3 per 100,000. 


MATERNAL MORTALITY 


The remarkable progress made over 
the years in safeguarding maternity nat- 
urally is reflected in this insurance expe- 
rience. In 1959, the death rate from the 
complications of pregnancy and child- 
birth remained at the record low of 0.8 
per 100,000 Industrial policyholders, es- 
tablished the year before. In the general 
population of the United States, maternal 
mortality now is only about 4 per 10,000 
live births, or less than half the rate for 
1950. 


EXTERNAL CAUSES OF DEATH 


Mortality from accidents (all forms) 
decreased about 3 percent between 1958 
and 1959, the rates being 34.2 and 33.1 
per 100,000, respectively. Fatal motor 
vehicle and occupational (civilian) acci- 
dents decreased, while home accidents 
recorded a slight increase. 

Suicide rose somewhat, from 6.1 per 
100,000 in 1958 to 6.5 in 1959; homi- 
cide, on the other hand, decreased from 
2.9 to 2.8. 


LONGEVITY AT NEW HIGH 


The average length of life (expecta- 
tion of life at birth) among the Com- 
pany’s Industrial policyholders reached 
a new high of 70.5 years in 1959, ac- 
cording to provisional mortality data. 
This represents an increase of 0.4 years 
over the figure for 1958, and exceeds the 
previous high, established in 1956, by 
0.3 years. In 1879-94, their expectation 
of life at birth was 34.0 years, which 
means that their average lifetime has 
more than doubled in less than three 
generations. In the past decade, how- 
ever, the average length of life among 
the Industrial policyholders has been ex- 
tended less than three years, a smaller 
gain than for any other decade in the 
past half century. 


Youth 
and the 
life cycle* 


Erik H. Erikson 
Senior Staff Member 
Austen Riggs Center, Stockbridge, Mass. 


Ten years ago in his book, “Childhood 
and Society,”’ Erik H. Erikson, psycho- 
analyst, teacher, and artist, presented a 
life cycle theory of personality develop- 
ment in which social drives play as im- 
portant a part as biological urges in the 
child’s struggle toward maturity. The 
theory, elaborated by Professor Erikson 
in a paper entitled “Growth and Crises 
of the Healthy Personality,”* became the 
core of the factfinding material presented 
to the Midcentury White House Confer- 
ence on Children and Youth, a confer- 
ence focused on the development of a 
healthy personality. In the ensuing dec- 
ade Erikson’s eight “stages of psycho- 
social development,” each harboring a 
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Cardiac damage reduced 
in acute rheumatic fever 


In 243 patients hospitalized 
for acute rheumatic fever, 
high-dosage corticotherapy led 
to regression or disappearance 
of significant murmurs at least 
twice as often as did 
management with salicylate, 
small doses of steroid, or no 
medication. Early initiation 

of therapy increased the 
percentage of patients showing 
cardiac improvement.’ 

there is only one 

ethyiprednisolone, 


Pericarditis with pericardial effusion; roentgeno- a 
gram before therapy. and that is 


the corticosteroid 
that hits the disease, 
but spares the patient 


Supplied: As 4 mg. tablets in 
bottles of 30, 100 and 500; as 2 mg. 
tablets in bottles of 30 and 100; 
and as 16 mg. tablets in bottles of 50. 


* TRADEMARK, REG. U. S. PAT. OFF. — 
METHYLPREONISOLONE, UPJOHN 


1. Massell, B. F.: Paper presented at 
A Symposium on Steroid Therapy, 


Dramatic reduction in heart size after pericardial Chicago, Ill., May 15-16, 1959. 
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special crisis which must be fought 
through before the next stage can be 
reached, have become as familiar to stu- 
dents of child development as the dan- 
gers confronted by John Bunyan’s 
Christian were to the persons who 
guided children a century ago. They 
have been emphasized not only in the 
training of psychiatrists, but also in 
the training of teachers, nurses, social 
workers, and parent educators and in 
parent discussion groups in places far 
and wide. A brief description of each 
stage and the special crisis it harbors 
is presented in the box on page A-144. 

With the Midcentury White House 
Conference fading into history the ques- 
tion now arises as to the pertinence of 
its core theory to the problems to which 
the participants of the approaching 
Golden Anniversary Conference on Chil- 
dren and Youth will be addressing them- 
selves. In what directions has the origi- 
nator of this conception of child 
development been thinking in the in- 
terim? What concerns him most today 
about the youth in “the world around 
the young” and “the young in the 
world,” the twin subjects of the new 
Conference? How would he apply his 
life-cycle theory to the Conference’s 
theme-stated emphasis on values? 

With such questions in mind, the edi- 
tor of CHILDREN recently spent a day 
with Professor Erikson. The following 
article is based on this interview. 


Question: Are there any points about 
your concepts of psychosocial develop- 
ment which you would now like to stress 
in the light of what you have heard 
about how they have been interpreted 
during the past decade in the training of 
professional persons and through them 
of parents and future parents? 


Yes, I am grateful for the opportunity 
of making a few observations on the 
reception of these concepts. You em- 
phasize their influence on teaching in 
various fields; let me pick out a few 
misunderstandings. 

I should confess to you here how it all 
started. It was on a drive in the coun- 
tryside with Mrs. Erikson that I became 
a bit expansive, telling her about a kind 
of ground plan in the human life cycle, 
which I seemed to discern in life his- 
tories. After a while she began to write, 
urging me just to go on; she had found 
my “plan” immediately convincing. After- 
wards, a number of audiences of differ- 
ent professional backgrounds had_ that 
same sense of conviction—so much so 
that I (and others) became somewhat 
uneasy: after all, these psychosocial sign- 
posts are hardly concepts yet, even if the 
whole plan represents a valid conception, 
one which suggests a great deal of work. 

What Mrs. Erikson and I subsequent- 
ly offered to the White House Confer- 
ence of 1950 was a kind of worksheet, 


_ which has, indeed, been used by others 


as well as myself in scientific investiga- 
tion, and well integrated in a few text- 
books.’ But its “convincingness” has also 
led to oversimplifications. Let me tell 
you about a few. 

There has been a tendency here and 
there to turn the eight stages into a sort 
of rosary of achievement, a device for 
counting the fruits of each stage—trust, 
autonomy, initiative, and so forth—as 
though each were achieved as a perma- 
nent trait. People of this bent are apt to 
leave out the negative counterparts of 
each stage, as if the healthy personality 
had permanently conquered these haz- 
ards. The fact is that the healthy per- 
sonality must reconquer them continu- 
ously in the same way that the body’s 
metabolism resists decay. All that we 
learn are certain fundamental means and 
mechanisms for retaining and regaining 
mastery. Life is a sequence not only of 
developmental but also of accidental 
crises. It is hardest to take when both 
types of crisis ‘coincide. 

In each crisis, under favorable condi- 
tions, the positive is likely to outbalance 
the negative, and each reintegration 
builds strength for the next crisis. But 
the negative is always with us to some 
degree in the form of a measure of in- 
fantile anxiety, fear of abandonment—a 
residue of immaturity carried throughout 
life, which is perhaps the price man has 
to pay for a childhood long enough to 
permit him to be the learning and the 
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teaching animal, and thus to achieve his 
particular mastery of reality. 

You may be interested to know that 
further clinical research has indicated 
that our dream life often depicts a re- 
covery of mastery along the lines of 
these stages. Moreover, nurses have ob- 
served that any adult who undergoes 
serious surgery has to repeat the battle 
with these nemeses in the process of 
recovery. A person moves up and down 
the scale of maturity, but if his ego has 
gained a positive balance during his de- 
velopmental crises the downward move- 
ments will be less devastating than if the 
balance, at one stage or another, was in 
the negative. 


The eight stages 


in the life cycle of man 


“Personality,” Erikson has written, 
“can be said to develop according to 
steps predetermined in the human or- 
ganism’s readiness to be driven toward, 
to be aware of, and to interact with a 
widening social radius, beginning with 
a dim image of a mother and ending 


with an image of mankind. . . .” Fol- 
lowing are the steps he has identified 
in man’s psychosocial development, and 
the special crises they bring. In pre- 
senting them, he has emphasized that 
while the struggle between the negatives 
and positives in each crisis must be 
fought through successfully if the next 
developmental stage is to be reached, no 
victory is completely or forever won. 

I. Infancy: Trust vs. Mistrust. The 
first “task” of the infant is to develop 
“the cornerstone of a healthy personal- 
ity,” a basic sense of trust—in himself 
and in his environment. This comes 
from a feeling of inner goodness derived 
from “the mutual regulation of his re- 
ceptive capacities with the maternal 
techniques of provision”—a quality of 
care that transmits a sense of trustworthi- 
ness and meaning. The danger, most 
acute in the second half of the first year, 
is that discontinuities in care may in- 
crease a natural sense of loss, as the 
child gradually recognizes his separate- 
ness from his mother, to a basic sense 
of mistrust that may last through life. 

II. Early Childhood: Autonomy vs. 
Shame and Doubt. With muscular mat- 
uration the child experiments with hold- 
ing on and letting go and begins to at- 
tach enormous value to his autonomous 
will. The danger here is the develop- 
ment of a deep sense of shame and 


doubt if he is deprived of the oppor- 
tunity to learn to develop his will as he 
learns his “duty,” and therefore learns to 
expect defeat in any battle of wills with 
those who are bigger and stronger. 

Ifl. Play Age: Initiative vs. Guilt. In 
this stage the child’s imagination is 
greatly expanded because of his in- 
creased ability to move around freely 
and to communicate. It is an age of 
intrusive activity, avid curiosity, and 
consuming fantasies which lead to feel- 
ings of guilt and anxiety. It is also the 
stage of the establishment of conscience. 
If this tendency to feel guilty is “over- 
burdened by all-too-eager adults” the 
child may develop a deep-seated convic- 
tion that he is essentially bad, with a 
resultant stifling of initiative or con- 
version of his moralism to vindictiveness. 

IV. School Age: Industry vs. Inferior- 
ity. The long period of sexual latency 
before puberty is the age when the child 
wants to learn how to do and make 
things with others. In learning to accept 
instruction and to win recognition by 
producing “things” he opens the way for 
the capacity of work enjoyment. The 
danger in this period is the development 
of a sense of inadequacy and inferiority 
in a child who does not receive recogni- 
tion for his efforts. 

V. Adolescence: Identity vs. Identity 
Diffusion. The physiological revolution 
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that comes with puberty—rapid body 
growth and sexual maturity—forces the 
young person to question “all sameness 
and continuities relied on earlier” and 
to “refight many of the earlier battles.” 
The developmental task is to integrate 
childhood identifications “with the basic 
biological drives, native endowment, and 
the opportunities offered in social roles.” 
The danger is that identity diffusion, 
temporarily unavoidable in this period of 
physical and psychological upheaval, may 
result in a permanent inability to “take 
hold” or, because of youth’s tendency to 
total commitment, in the fixation in the 
young person of a negative identity, a 
devoted attempt to become what par- 
ents, class, or community do not want 
him to be. 

VI. Young Adulthood: Intimacy vs. 
Isolation. Only as a young person be- 
gins to feel more secure in his identity 
is he able to establish intimacy with 
himself (with his inner life) and with 
others, both in friendships and eventu- 
ally in a love-based mutually satisfying 
sexual relationship with a member of 
the opposite sex. A person who cannot 
enter wholly into an intimate relation- 
ship because of the fear of losing his 
identity may develop a deep sense of 
isolation. 

VII. Adulthood: Generativity vs. Self- 
absorption. Out of the intimacies of 


adulthood grows generativity—the ma- 
ture person’s interest in establishing and 
guiding the next generation. The lack 
of this results in self-absorption and fre- 
quently in a “pervading sense of stagna- 
tion and interpersonal impoverishment.” 

VIII. Senescence: Integrity vs. Dis- 
gust. The person who has achieved a 
satisfying intimacy with other human be- 
ings and who has adapted to the tri- 
umphs and disappointments of his gen- 
erative activities as parent and coworker 
reaches the end of life with a certain 
ego integrity—an acceptance of his own 
responsibility for what his life is and 
was and of its place in the flow of his- 
tory. Without this “accrued ego integra- 
tion” there is despair, usually marked by 
a display of displeasure and disgust. 


Of all the positive aspects mentioned, 
trust seems to have been the most con- 
vincing—so convincing, in fact, that 
some discussions never reach a consid- 
eration of the other stages. I don’t mean 
to detract from the obvious importance 
of trust as the foundation of the devel- 


opment of a healthy personality. A basic 
sense of trust in living as such, devel- 
oped in infancy through the reciprocal 
relationship of child and mother, is es- 
sential to winning the positive fruits of 
all the succeeding crises in the life cycle: 
maybe this is what Christmas, with its 
Madonna images, conveys to us. Yet, it 
is the nature of human life that each 
succeeding crisis takes place within a 
widened social radius where an ever- 
larger number of significant persons have 

a bearing on the outcome. There is in 
childhood, first, the maternal person, 
then the parental combination, then the 
basic family and other instructing adults. 
Youth demands “confirmation” from 
strangers who hold to a design of life; 
and later, the adult needs challenges 
from mates and partners, and even from 
his growing children and expanding 
works, in order to continue to grow 


‘himself. And all of these relationships 


must be imbedded in an “ethos,” a cul- 
tural order, to guide the individual’s 
course. 

In our one-family culture (supported 
by pediatricians and psychiatrists who 
exclusively emphasize the mother-child 
relationship) we tend to lose sight of 
the fact that other people besides parents 
are important to youth. Too often we 
ask only where a given youth came from 
and what he once was, and not also 
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Depression in 
Drug Treatment 
of Hypertension 


Of 403 Hypertensive 

and Mixed Anxiety Patients 
Treated With Harmonyl, Only 6— 
1.5%—Reported Depression (mild) 


JOURNAL A.O.A., VOL. 59, MAY 1960 


Presented here are notes from threerecent clinical 
studies. Harmony] (deserpidine,) was used as sole 
agent of therapy by 403 mixed hypertensives, and 
patients with mild functional/psychiatric disor- 
ders. Only six reported depression concurrent with 
therapy—an incidence of 1.5%. 
Study #1. Two hundred and eighty-three patients 
treated in private practice, at hospital outpatient 
clinics, and in office psychiatric practice. Average 
initial dosage of Harmony] was 0.1 mg. to 0.25 
mg. three or four times daily. No patient received 
more than 6 mg. daily. There were only six reports 
of mild depression.! 
Study #2. Eighty patients with benign essential 
hypertension were studied via “double-blind” meth- 
od. Mean daily dosage of Harmonyl was 0.25 
mg., with a minimum dosage of 0.1 mg. and a 
maximum of 0.5 mg. daily. There were no reports 
of depression.? 
Study #8. Forty patients with hypertension and 
anxiety neurosis ... from mild to moderately 
severe. Half of the group had received other anti- 
hypertensive agents at one time or another; these 
were discontinued before and throughout the 
study. Usual dosage of Harmony] was 0.1 mg. 
three times daily after meals. Sometimes an addi- 
tional dose was taken at bedtime. No reports of 
depression associated with this therapy.’ 

Other investigators have found so little indica- 
tion of depression with Harmony] therapy that 
they do not record it as a significant side-effect. 


1. Billow, B.W. et al., The use of a New Rauwolfia Derivative, Deserpidine, 
in Mild Functional Disturbances and Office Psychiatry, N.Y. J. Med., 
59:1789, May, 1959. 

2. Winsor, T., Comparative Effects of Various Rauwolfia Alkaloids in 
Hypertension, Diseases of the Chest, 35:415, April, 1959. 

3. Rawls, W.B. and Evans, W.L. Jr., Clinical Experiences with Deserpidine 
in the Management of Hypertension and Anxiety Neurosis, N.Y. J. 

Med., 59:1774, May, 1959. 
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Neocurtasal is also valuable for preventing potassium deficiency 
ow (weakness, etc.) in patients on diuretic therapy with chlorothiazide or 
its derivatives. 
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“Whatever else may be needed from time to time 
in the management of individual cases, these drugs 
[Plaquenil and Aralen] should always be given 
a prolonged trial (at least six months) as the 
‘mainstay’ of therapy.” 


couver, B.C.): A.M.A. Clinical Meeting (Scien- 
tific Section, Exhibit No. 124), Minneapolis, 
Minnesota, Dec. 2-5, 1958. 


) Bagnall, A. W. (Univ. British Columbia, Van- 


, “The 4-aminoquinoline drugs (Plaquenil and 
| Aralen) together with supplemental agents ad- 

ministered in nontoxic doses effectively maintained 
suppression of the disease in 83 per cent of 194 
patients followed for 18 months.” 


Scherbel, A. L.; Harrison, J. W., and Atdjian, 
— Cleveland Clin. Quart. 25:95, April, 


“When used in tolerated dosage and over a suf- 
ficient period of time, there appears to be a tre- 
mendous therapeutic potential in the antimalarial 
drugs. ... Plaquenil in this study did not have as 
many side effects as Aralen and thus appears to 
be a more practical compound.” 


Cramer, Quentin (Kansas City): Missouri 
Med. 55:1203, Nov., 1958. 
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where he was going, and who was ready 
to receive him and his intentions and 
his specific gifts. Thus we have move- 
ments to punish parents for the trans- 
gressions of their children, ignoring all 
the other persons and environmental fac- 
tors that entered into the production of 
a young person’s unacceptable behavior 
and failed to offer support to his positive 
search. 

Another way in which the life cycle 
theory has been oversimplified is in the 
omission of stages which do not fit into 
the preconceived ideas of the person 
who is adopting or adapting the theory. 
Thus a large organization devoted to 
parenthood distributed a list of the 
stages but omitted integrity vs. despair— 
the problem of senescence. This is too 
easy a way to dispose of grandparents; 
it robs life of an inescapable final step; 
and, of course, it defeats this whole con- 
ception of an intrinsic order in the life 
cycle. 

This kind of omission ignores the “cog- 
wheeling” of infantile and adult stages— 
the fact that each further stage of growth 
in a given individual is not only de- 
pendent upon the relatively successful 
completion of his own previous stages, 
but also on the completion of the subse- 
quent stages in those other individuals 
with whom he interacts and whom he 
accepts as models. 

Finally, I should point to the fact that 
what my psychoanalytic colleagues 
warned me of most energetically has, on 
occasion, come to pass: even sincere 
workers have chosen to ignore my em- 
phasis on the intrinsic relation of the 
psychosocial to the psychosexual stages 
which form the basis of much of Freud’s 
work, 

All of these misuses, however, may be 
to a large extent the fault of my choice 
of words. The use of simple, familiar 
words like “trust” and “mistrust” appar- 
ently leads people to assume that they 
know “by feel” what the theory is all 
about. Perhaps this semantic problem 
would have been avoided if I had used 
Latin terms, which call for definitions. 

I may point out, however, that I orig- 
inally suggested my terms as a basis for 
discussions—discussions led by people 
who have an idea of the interrelatedness 
of all aspects of human development. 
For the eight stages of psychosocial de- 
velopment are, in fact, inextricably en- 
twined in and derived from the various 
stages of psychosexual development that 
were described by Freud, as well as 
from the child’s stages of physical, motor, 
and cognitive development. Each type 
of development affects the other and is 
affected by it. Thus, I feel that dis- 
cussants would do well to study each 
key word in its origins, in its usage in 
various periods and regions, and in other 
languages. Simple words that touch up- 
on universal human values have their 
counterpart in every living language, 
and can become vehicles of understand- 
ing at international conferences. 

Incidentally, I made up one new word 
because I thought it was needed. To me, 
“generativity” described the chief char- 
acteristic of the mature adult. It was 
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turned into a comfortable, if inaccurate, 
homespun word before it ever left the 
Fact-Finding Committee of 1950. I had 
deliberately chosen “generativity” rather 
than “parenthood,” or “creativity,” be- 
cause these narrowed the matter down 
to a biological and an artistic issue in- 
stead of describing the deep absorption 
in guiding the young or in helping to 
create a new world for the young, which 
is a mark of maturity in parents and 
nonparents, working people and “crea- 
tive” people alike. 

Enough of this fault-finding! But it is 
interesting to see what can happen to 
new ideas; and you did ask me. 


Question: During the past 10 years 
you have been treating and studying 
mentally ill young people at a public 
clinic in a low-income area in Pittsburgh 
and at a private, comparatively expen- 
sive, mental hospital in the Berkshires. 
Have you found any common denom- 
inator in the disturbances of these pa- 
tients—from such opposite walks of life 
—that would seem to point to any spe- 
cial difficulty harassing the young people 
of our land today? 


Since 1950, I have concentrated on the 
life histories of sick young people in late 
adolescence and early adulthood primari- 
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ly in order to study one of the crises 
magnified, as it were, with the clinical 
microscope. I think that our initial for- 
mulations of the identity crisis have been 
clinically validated and much refined. 
Many of these sick young people in 
their late teens and early twenties had 
failed during their adolescence to win 
out in the struggle against identity con- 
fusion. They were suffering so seriously 
from a feeling of being (or, indeed, 
wanting to be) “nobody” that they were 
withdrawing from reality, and in some 
cases even attempting to withdraw from 
life itself: in other words, they were re- 
gressing to a position where trust had to 
be reinstated. Their malaise proved to 
be related to the same sense of diffuse- 
ness which drives other young adults to 
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incessant and sometimes delinquent ac- 
tivity—an effort to show the world, in- 
cluding themselves, that they are “some- 
body” even if deep down they do not 
believe it. 

In the meantime, of course, the identi- 
ty issue has been taken up by many 
writers and by some magazines, almost in 
the form of a slogan. We are prone to 
think that we have cornered an issue 
when we have found a name for it, and 
to have resolved it when we have found 
something to blame. So now we blame 
“the changing world.” 

Actually, there is no reason why youth 
should not participate with enthusiasm in 
radical change; young people are freer 
for change than we are. The bewildering 
thing for them must be that we now 


complain about change, having eagerly 
caused it ourselves with inventions and 
discoveries; that we seem to have played 
at change rather than to have planned it. 
If we had the courage of our inventions, 
if we would grow into the world we 
have helped to create, and would give 
youth co-responsibility in it, I think that 
all the potential power of the identity 
crisis would serve a better world than 
we can now envisage. 

Let me say a word about identity, or 
rather about what it is not. The young 
person seeking an identity does not go 
around saying, even to himself, “Who 
am I?” as an editorial in a national maga- 
zine suggested last year’s college grad- 
uates were doing on their way home. 
Nor does the person with a secure sense 
of identity usually stop to think or to 
brag about the fact that he has this 
priceless possession, and of what it con- 
sists. He simply feels and acts predomi- 
nantly in tune with himself, his capaci- 
ties, and his opportunities; and he has 
the inner means and finds the outer ways 
to recover from experiences which im- 
pair this feeling. He knows where he 
fits (or knowingly prefers not to fit) into 
present conditions and developments. 

This sense of a coincidence between 
inner resources, traditional values, and 
opportunities of action is derived from a 
fusion of slowly grown, unconscious per- 
sonality processes—and contemporary so- 
cial forces. It has its earliest beginnings 
in the infant’s first feelings of affirmation 
by maternal recognition and is nurtured 
on the quality and consistency of the 
parental style of upbringing. Thus iden- 
tity is in a sense an outgrowth of all 
the earlier stages; but the crucial period 
for its development to maturity comes 
with the adolescent crisis. 

Every adolescent is apt to go through 
some serious struggle at one time or an- 
other. The crises of earlier stages may 
return in some form as he seeks to free 
himself from the alignments of child- 
hood because of both his own eagerness 
for adulthood and the pressures of so- 
ciety. For a while he may distrust what 
he once trusted implicitly; may be 
ashamed of his body, and doubtful of 
his future. He experiments, looking for 
affirmation and recognition from his 
friends and from the adults who mean 
most to him. Unconsciously,: he revamps 
his repertory of childhood identifications, - 
reviving some and repudiating others. 
He goes in for extremes—total commit- 
ments and total repudiations. His strug- 
gle is to make sense out of what has 
gone before in relation to what he now 
perceives the world to be, in an effort to 
find a persistent sameness in himself and 
a persistent sharing of some kind of es- 
sential character with others. 

Far from considering this process to 
be a kind of maturational malaise, a 
morbid egocentricity of which adoles- 
cents must be “cured,” we must recog- 
nize in it the search for new values, the 
willingness to serve loyalties which prove 
to be “true” (in any number of spiritual, 
scientific, technical, political, philosophi- 
cal, and personal meanings of “truth”) 
and thus a prime force in cultural re- 
juvenation. 


The strengths a young person finds in 
adults at this time—their willingness to 
let him experiment, their eagerness to 
confirm him at his best, their consistency 
in correcting his excesses, and the guid- 
ance they give him—will codetermine 
whether or not he eventually makes or- 
der out of necessary inner confusion 
and applies himself to the correction of 
disordered conditions. He needs free- 
doom to choose, but not so much free- 
dom that he cannot, in fact, make a 
choice. 

In some adolescents, in some cultures, 
in some historical epochs this crisis is 
minimal; in others it holds real perils 
for both the individual and _ society. 
Some individuals, particularly those with 
a weak preparation in their preceding 
developmental crises, succumb to it with 
the formation of neuroses and psychoses. 
Others try to resolve it through adher- 
ence—often temporary—to radical kinds 
of religious, political, artistic, or criminal 
ideologies. 

A few fight the battle alone and, after 
a prolonged period of agony character- 
ized by erratic mood swings and unpre- 
dictable and apparently dangerous be- 
havior, become the spokesmen of new 
directions. Their sense of impending 
danger forces them to mobilize their ca- 
pacities to new ways of thinking and 
doing which have meaning, at the same 
time, for themselves and their times. In 
my book “Young Man Luther” I have 
tried to show how identity is related to 
ideology and how the identity struggle 
of one intense young genius produced a 
new person, a new faith, a new kind of 
man, and a new era. 

I think I chose to write about Luther 
and his time because there are many 
analogies between our time and his, al- 
though today the problems which beset 
all historical crises are global and, as it 
were, semifinal in character. Today, 
throughout the world, the increasing 
pace of technological change has en- 
croached upon traditional group solidari- 
ties and on their ability to transmit a 
sense of cosmic wholeness and techno- 
logical planfulness to the young. 

To me one of the most disturbing as- 
pects of our technological culture is the 
imbalance between passive stimulation 
and active outlet in the pleasures that 
are sanctioned for young people. With 
the passing of the western frontier and 
the accelerated appearance of automatic 
gadgets, young people have become in- 
creasingly occupied with passive pursuits 
which require little participation of mind 
or body—being conveyed rapidly through 
space by machines and watching violent 
fantasies at the movies or on television— 
without the possibility of matching the 
passive experience with active pursuits. 
When an adolescent substitutes passivity 
for the adventure and activity which his 
muscular development and sexual drives 
require, there is always the danger of 
explosion—and I think that this ac- 
counts for much of the explosive, unex- 
pected, and delinquent acts on the part 
of even our “nice” young people. 

This is probably why “Westerns,” al- 
ways on the borderline of the criminal 
and the lawful, capture the passive 
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imagination of a youth which has tradi- 
tionally substituted identification with the 
rugged individualist—the pioneer who 
ventures into the unknown—for commit- 
ment to a political ideology; and which 
now finds itself confronted with increas- 
ing demands for standardization, uni- 
formity, and conformity to the rituals of 
a status-convention. While the national 
prototype has historically been based on 
readiness for change, the range of pos- 
sibilities of what one might choose to be 
and of opportunities to make a change 
have narrowed. To this has been added 
most recently the rude shaking of the 
once “eternal” image of our Nation’s su- 
periority in productivity and technical 
ingenuity through the appearance of 
Sputnik and its successors, 


Thus one might say the complexity of 
the adolescent state and the confusion of 
the times meet head on. 

However, I believe that the “confu- 
sion” derives from a hypocritical denial 
of our true position, both in regard to 
obvious dangers and true _ resources. 
When youth is permitted to see its place 
in a crisis, it will, out of its very inner 
dangers, gain the strength to meet the 
demands of the time. 

Clinical experience with young people 
has, it is true, verified that combination 
of inner and outer dangers which ex- 
plains aggravated identity. crises. On the 
other hand, it has convinced me and my 
colleagues, even in hospital work, of the 
surprising resources which young people 


. can muster if their social responsibilities 
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are called upon in a total environment 
of psychological understanding. 


Question: Does this kind of confusion 
have anything to do with juvenile delin- 
quency? 


I would not want to add here to the 
many claims concerning distinct and iso- 
lated causes of juvenile delinquency. 
But I would like to stress one contribut- 
ing factor: the confused attitudes of 
adults—both laymen and professionals— 
towards the young people whom we, 
with a mixture of condescension and 
fear, call teenagers. 

Except perhaps in some rare instances 
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of congenital defects resulting in a low 
capacity to comprehend values, juvenile 
delinquents are made, not born; and we 
adults make them. Here, I am not re- 
ferring to their parents exclusively. True, 
many parents, because of their own per- 
sonalities and backgrounds, are not able 
to give their children a chance for a fa- 
vorable resolution of the identity crisis. 
Nor am I referring to the failure of so- 
ciety at large to correct those blights on 
the social scene—such as overcrowded 
slums and inequality of opportunities 
for minority groups—which make it im- 
possible for tens of thousands of young 
people to envisage an identity in line 
with the prevailing success-and-status 
ideology. 


Rather I am referring to the attitudes 
of adults—in the press, in court, and in 
some professional and social institutions 
—which push the delinquent young per- 
son into a “negative identity,” a prideful 
and stubborn acceptance of himself as a 
juvenile delinquent—and this at a time 
when his experimentation with available 
roles will make him exquisitely vulnerable 
(although he may not admit or even 
know it) to the opinions of the represen- 
tatives of society. When a young person 
is adjudicated as a potential criminal 
because he has taken a girl for a ride in 
somebody else’s car (which he intended 
to abandon, not to appropriate), he may 
well decide, half consciously, of course, 
but none the less with finality, that to 
have any real identity at all he must be 
what he obviously can be—a delinquent. 
The scolding of young people in public 
for the indiscretions they have com- 
mitted, with the expectation that they 
show remorse, often ignores all the fac- 
tors in their histories that force them 
into a delinquent kind of experimenta- 
tion. It is certainly no help toward a 
positive identity formation. 

In his insistence on holding on to an 
active identity, even if it is temporarily a 
“negative” one from the point of view of 
society, the delinquent is sometimes po- 
tentially healthier than the young person 
who withdraws into a neurotic or a psy- 
chotic state. Some delinquents, perhaps, 
in their determination to be themselves 
at all costs and under terrible conditions 
have more strength and a greater poten- 
tial for contributing to the richness of 
the national life than do many excessive- 
ly conforming or neurotically defeatist 
members of their generation, who have 
given up youth’s prerogatives to dream 
and to dare. We must study this prob- 
lem until we can overcome the kind of 
outraged bewilderment which makes the 
adult world seem untrustworthy to youth 
and hence may seem to justify the choice 
of a delinquent identity. 

Actually, transitory delinquency, as 
well as other forms of antisocial or aso- 
cial behavior, often may be what I have 
called a psychosocial moratorium*—a pe- 
riod of delay in the assumption of adult 
commitment. Some youths n a pe- 
riod of relaxed expectations, of guidance 
to the various possibilities for positive 
identification through opportunities to 
participate in adult work, or even of 
introspection and experimentation—none 
of which can be replaced by either 
moralistic punishment or condescending 
forgiveness. 


Question: The theme of the 1960 
White House Conference on Children 
and Youth charges the Conference with 
studying and understanding .“the values 
and ideals of our society” in its efforts. 
“to promote opportunities for children 
and youth to realize their full potential 
for a creative life in freedom and dig- 
nity.” On the basis of the scheme which 
you presented to us in 1950, could you 

a word about how these values, 
once identified, can be transmitted in a 
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way that will insure their incorporation 
into the value systems of the young? 


Like every other aspect of maturity 
the virtues which we expect in a civilized 
human being grow in stages as the child 
develops from an infant to an adult. 
What is expected of a child at any time 
must be related to his total maturation 
and level of ego-strength, which are re- 
lated to his motor, cognitive, psycho- 
sexual, and psychosocial stages. You 
can’t expect total obedience from a 2- 
year-old who must test a growing sense 
of autonomy, nor total truth from a 4- 
year-old involved in the creative but 
often guilt-ridden fantasies of the oedipal 
stage. 

It would be in line with the course of 
other historical crises if in our Nation 
today a certain sense of moral weakness 
were producing a kind of frantic wish 
to enforce moral strength in our youth 
with punitive or purely exhortative meas- 
ures. 

Today, a sense of crisis has been ag- 
gravated by the long cold war and the 
sudden revelation of the technical 
strength of a supposedly “backward” 
rival. We are wondering whether we 
have made our children strong enough 
for living in such an unpredictably dan- 
gerous world. Some people, who sudden- 
ly realize that they have not been re- 
sponsible guardians of all the Nation’s 
young, now wonder whether they should 
have beaten moral strength into them or 
preached certain absolute values more 
adamantly. 

No period, however, can afford to go 
back on its advances in values and in 
knowledge, and I trust that the 1960 
White House Conference will find a way 
to integrate our knowledge of personality 
development with our national values, 
necessities, and resources. What we need 
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sistence on a more responsible morality 
on the part of adults, paired with an 
informed attitude toward the develop- 
ment of moral values in children. Values 
can only be fostered gradually by adults 
who have a clear conception of what to 
expect and what not to expect of the 
child as, at each stage, he comes to un- 
derstand new segments of reality and of 
himself, and who are firm about what 
they are sure they may expect. 

It must be admitted that psychiatry 
has added relatively little to the under- 
standing of morality, except perhaps by 
delineating the great dangers of moral- 
istic attitudes and measures which con- 
vince the child only of the adult’s great- 
er executive power, not of his actual 
moral power or true superiority. To this 
whole question, I can, on the basis of 
my own work, only indicate that the psy- 
chosocial stages discussed in 1950 seem 
to open up the possibility of studying 
the way in which in each stage of growth 
the healthy child’s developmental drives 
dispose him toward a certain set of 
qualities which are the necessary funda- 
ments of a responsible character: in in- 
fancy, hope and drive; in early child- 
hood, will and control; in the play age, 
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purpose and direction; in the school age, 
skill and method; and in adolescence, 
devotion and fidelity. The development 
of these basic qualities in children, how- 
ever, depends on the corresponding de- 
velopment in adults of qualities related 
to: in young adulthood, love, work, and 
affiliation; in adulthood, care, parent- 
hood, and production; and in old age, 
“wisdom” and responsible renunciation. 
Now I have given you another set of 
nice words, throwing to the winds my 
own warning regarding the way they can 
be misunderstood and misused. Let me 
point out, therefore, that I consider 
these basic virtues in line with our ad- 
vancing psychoanalytic ego-psychology, 
on the one hand, and without advanc- 


ing knowledge of psychosocial evolution, 
on the other, and that the conception 
behind this list can only be studied in the 
context of advancing science. I will dis- 
cuss this further in a forthcoming publi- 
cation,’ but I mention it now because I 
thought I owed you a reference to the 
way in which my contribution of 1950 
has gradually led me in the direction of 
the great problem of the anchoring of 
virtue in human nature as it has evolved 
in our universe. 

We ought to regard the breaking of a 
child’s spirit—by cruel punishment, by 
senseless spoiling, by persistent hypocrisy 
—as a sin against humanity. Yet today 
we have back-to-the-woodshed move- 
ments. Last year in the legislature of 
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one of our greatest States a bill was in- 
troduced to allow corporal punishment 
in the public schools and was lauded by 
part of the press. This gave the Soviets 
a chance to declare publicly against cor- 
poral punishment, implying that they are 
not sufficiently scared by their own 
youth to go back on certain considered 
principles in the rearing of the young. 
Actually, I think that we stand with the 
rest of the civilized world on the princi- 
ple that if adult man reconsiders his 
moral position in the light of historical 
fact, and in the light of his most ad- 
vanced knowledge of human nature, he 
can afford, in relation to his children, to 
rely on a forbearance which step by step 
will bring the best out of them. 
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The 1960 White House Conference 
comes just in time. 
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Modifying 
smoking habits 
in high school 


students* 


Daniel Horn, Ph. D. 
Director of Program Evaluation, 
American Cancer Society, New York 


Five years ago the Public Health Cancer 

Association officially recognized that the 
time had come to initiate educational 
activities applying the scientific findings 
of the many studies which have revealed 
an association of smoking and lung can- 
cer. The American Cancer Society can 
now report experiments in how to modi- 
fy the smoking behavior of high school 
students. 

During the interval the epidemiologi- 
cal problem changed from “Does smok- 
ing cause lung cancer?” to “What is the 
mechanism whereby cigarette smoking 
causes lung cancer?” And the educa- 
tional problem changed from “Shall we 
tell them?” to “What shall we tell them?” 
and “How shall we tell them?” 

In order to answer this last question 
we knew first that we needed more in- 
formation about (1) the amount and 
pattern of smoking among school stu- 
dents, (2) the factors that distinguish 
smokers and nonsmokers in this group, 
(3) the motivations that are common in 
the taking up of smoking, and (4) the 
approaches that might be most effective 
in influencing smoking behavior. 

A full description of the study we 
conducted to collect this information is 
given elsewhere.’ The study has includ- 
ed the following aspects: 

1. At the beginning of the school year 
a questionnaire on smoking habits and 
personal background, to be answered 
anonymously, was administered to all the 
high school students in the 11 public 
high schools and 5 Catholic parochial 
high schools in Portland, Oreg., and in 
5 high schools in 2 counties outside the 
city limits but part of the urban area. 

2. On the basis of this first question- 
naire, 19 of the 21 schools were divided 
into 6 experimental groups ranging from 
2 to 4 schools in number and matched 
as closely as possible for frequency of 
smoking among the students. 

3. One of the six experimental groups 
served as a control, and no special edu- 
cational activities in regard to smoking 
were undertaken in it during the course 
of the year that would not have taken 
place anyhow. The other five groups 
were approached three times during the 


*Reprinted from Children, March-April 1960. 
Based on an address delivered at a session of 
the Public Health Cancer Association at the 
1959 annual meeting of the American Public 
Health Association. 
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course of the year with educational ma- 
terials—pamphlets, flyers, and posters. 
Through these materials each group was 
subjected to a different approach. These 
were: 

Contemporary « Emphasis on those 
aspects of smoking having current mean- 
ing to high school students. 


Remote « Emphasis on the relation- 
ship of cigarette smoking to lung cancer, 
especially in later life. The contempo- 
rary and remote approaches were _ in- 
cluded to test which was the more effec- 
tive as previous interviews with young 
people had shown that the more imme- 
diate effects of smoking are frequently 
reported as reasons for not smoking, 
while projective materials tended to 
show underlying concern with the re- 
mote effects. 

Both-sided « Since some studies of 
communication indicate that messages 
dealing with both sides of a question 
may be more effective for the uncom- 
mitted than one-sided messages, this 
aproach was designed to be somewhat 
permissive in regard to smoking. 

Authoritative e Since smoking is some- 
times an act of rebellion against au- 
thority, this was included to test the 
appeals to authority that are common in 
most health education messages. 

Adult role-taking e Since smoking 


may be a symbol of being “grown up,” 
this approach was designed to let the 
high school student reverse the usual 


parent-child roles and become the per- 
son who provides information on health 
(i.e., the lung cancer-smoking relation- 
ship) to the adults within the family 
circle. 

4. Near the end of the school year 
the questionnaire was again administered 
to all the students of the same high 
schools. The first portion of the ques- 
tionnaire on smoking habits was identi- 
cal with that used 8 months earlier. 
Some changes were made in the second 
portion as a result of the findings of 
the first questionnaire. 


WHAT MAKES A SMOKER 


Through this study we have identified 
three factors which distinguish high- 
smoking from low-smoking groups of 
students: 

1. The most important, is whether or 
not the parents or older siblings smoke. 
What seems to matter is whether or not 
smoking is accepted by the family as a 
normal and expected form of behavior. 
When it is, smoking becomes to younger 
members of the family a part of growing 
up. This factor accounts for nearly half 
of the smoking among the students in 
our Portland survey. 

2. We noticed a syndrome of inter- 
correlated factors that seem to have in 
common the failure to achieve peer- 
group status or satisfactions. Smoking 
is high among young people who have 
fallen behind their age equals in school, 
who do not participate in extracurricular 


activities, and who are taking the schol- 
astically less demanding course of school 
work. This group—a minority in the 
school population—has not achieved sat- 
isfaction from its peer-group relation- 
ships, at least as defined this way. In 
this group smoking may be a compensa- 
tory form of behavior, symbolic of prob- 
lems of emotional health that are more 
significant than the smoking itself, which 
is merely symptomatic. This factor ac- 
counts for about one-fourth of the smok- 
ing in the series. 

3. We found that there was a higher 
proportion of smokers in the Catholic 
schools than in the public schools of 
Portland. Since Catholic parochial 
schools are reputed to have stricter disci- 
pline than most public schools, one pos- 
sible hypothesis is that this high rate of 
smoking represents a rebellious reaction 
against restrictions» Unfortunately, we 
do not have the data to test this hy- 
pothesis. 

However, a review of the parental 
attitudes toward smoking as reported 
by the students shows that roughly 10 
percent of all high school smokers smoke 
despite parental prohibitions. More girls 
than boys do so, and there is somewhat 
more defiance of paternal than of mater- 
nal prohibitions. 

Thus, the three broad factors involved 
in high school smoking can be consid- 
ered as: (1) parental, family, or cultural; 
(2) peer-group or sociological; and (3) 
personal or psychological. These factors 
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represent three different etiologies in the of the year, this increment of 8 percent 
acquisition of the smoking habit. Is among smokers expressed as a percent- 
there any reason to believe that they age of the 80 percent of nonsmokers at 
would respond similarly to different ap- the beginning of the year gives a net 


net recruitment rate was 13 percent. 
Among those who received materials 
taking the “remote” approach the re- 
cruitment rate was 7.7 percent, a reduc- 
tion of about two-fifths from the rate 
among the controls. This change was 
statistically significant around the 1 per- 
cent level. The “both-sided” material 
was the only other approach that pro- 
duced results close to statistical signifi- 
cance. Among the boys who received 
this the net recruitment rate was slightly 
over 9 percent as compared to the 13 
percent rate among the control group 
boys. 

The other three approaches all gave 
results hovering around 11 percent—a 
reduction in each case well within sam- 
pling variability. Yet it is worthy of 
note that in every group receiving ma- 
terial, whatever the approach, the re- 
cruitments to smoking were at a lower 
rate than in the group which received 
none of the materials. 

Among the girls in the control group 
the recruitment rate was 6.4 percent. 
Here both the “remote” and the “con- 
temporary” approaches produced statis- 
tically significant results of approximately 
equal degree, with net recruitment rates 
around 2 percent, or a reduction by over 
two-thirds from the rate among the con- 
trols. Again the “both-sided” materials 
approached statistical significance, with 
a recruitment rate of 3.4 percent. The 
“adult role-taking” approach had the 
same recruitment rate as the controls, 
in other words, no effect, and the “au- 
thoritative” approach resulted in a rate 
somewhat higher—7.5 percent—than the 
rate among the controls, although this 
difference was not statistically significant. 

It is interesting to note that among 
girls parental prohibition of smoking re- 
sults in more smoking than does strong 
parental disapproval. Smoking despite 
parental prohibitions represents a larger 
proportion of female smoking than of 
male smoking. And a highly authorita- 
tive approach pushes the recruitment 
rate of girls slightly beyond that of the 
controls. These findings will interest all 
men who are interested in feminine psy- 
chology. 


THE REMOTE APPROACH 


In summary, we found that the “re- 
mote” approach was most effective with 
both boys and girls. The “contemporary” 
approach was as effective with girls as 
the remote approach, but not with boys. 
The “both-sided” approach was fairly 
effective with both groups. At this point 
a review of all the material seemed im- 
perative. What did the three pieces of 


proaches to presenting educational ma- 
terial on smoking? Is there any reason 
to believe that they would be equally 
amenable to change? 

To measure the effect of the materials 
we calculated a “net recruitment rate”— 
the difference between the proportions 
of regular smokers at the beginning and 
at the end of the school year expressed 
as a percentage of the proportion of non- 
smokers at the beginning of the year. 
For example, if 20 percent of a group 
were regular smokers at the beginning 
of the year and 28 percent by the end 
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recruitment rate of 8/80 or 10 percent— 
10 percent of the nonsmokers became material labeled “remote” have in com- 
smokers. While undoubtedly a few ™on that distinguished them from the 
smokers became ex-smokers, this meas- Other material? 
ure balances each ex-smoker against a Essentially, they said: “You’ve heard 
new smoking recruit in calculating the 4 lot of arguments about smoking cig- 
net recruitment rate. arettes, but we have something new to 
We have learned many facts that 
EDUCATIONAL lead to the conclusion that the smoking 
ABTROACHES of cigarettes can cause lung cancer. We 
The most effective approach we found _ had not known this. But now there isn’t 
to a reduction of smoking was the one much doubt. Here is some of the evi- 
called “remote.” dence. . . . Think about it before you 
Among boys in the control group the decide to smoke.” 
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As such, the appeal is a logical one to 
the intelligence of our youth. I am 
happy to say that the young people re- 
sponded. True, we have some who did 
not respond. So far the evidence is that 
this approach was most effective among 
those who smoked in emulation of their 
parents, and less so among those who 
smoked for the more emotionally tinged 
reasons of compensation or rebellion. 

I have discussed these findings with a 
science writer, pointing out that one 
commonly considers that having long- 
term goals is a mark of maturity, having 
short-term goals a mark of immaturity. 
He suggested that what we had found 
was that “these kids talk like children, 
but behave like grownups.” Perhaps 
when we study adults in relation to 
smoking we shall find that they “talk 
like grownups, but behave like kids!” 

The extent of the response to the re- 
mote approach, namely the reduction of 
the 8-month net recruitment rate from 
13 percent to 7.7 percent in the boys 
and from 6.4 percent to 2.1 percent in 
the girls may seem small. Yet, carried 
on cumulatively for a period of 4 years 
it would mean that about 20 percent of 
our high school students who would 
otherwise become regular smokers by 
graduation time would not do so. 

A dividend to these studies on teen- 
age smoking is a bit of understanding 
that may provide a powerful tool to the 
modification of adult smoking behavior. 
Quite apart from the effects of smoking 
on the health of adults, the fact that 
parental smoking is an important factor 
in teenage smoking poses to each parent 
the question: “Do I want my children to 
smoke?” and “Does the fact that I smoke 
influence my children to smoke?” 

Cancer control depends not only on 
learning more about the causes of cancer, 
but, perhaps even as important, learning 
more about why people behave the way 
they do. 

On this basis, what recommendations 
can we make? 


RECOMMENDATIONS 


1. That new materials on smoking be 
prepared to tell the lung-cancer story. 
The contemporary effects of smoking are 
already well covered in health education 
textbooks. 

2. That emphasis be placed on the 
fact that this is something new, some- 
thing we now know that we did not 
know in the recent past. 

3. That a touch of both-sidedness be 
added to flavor the pottage: the permis- 
sive recognition of the fact that smoking 
is a natural, normal piece of behavior, 
indulged in every day by perfectly nice 
people, who unfortunately began smok- 
ing cigarettes before the damage that 
could ensue was fully appreciated. 

The American Cancer Society has al- 
ready prepared a film strip with recorded 
narration along these lines, suitable for 
youth groups, and available from its 
local units or State divisions. 


1. Horn, Daniel; Courts, Frederick A.; Tay- 
lor, Robert M.; Solomon, Erwin S.: Cigarette 
smoking among high school students. American 
Journal of Public Health, November 1959. 
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Traini 
mentally retarded 
for employment* 


Fred A. Schumacher 
and James C. Townsell{ 


During the past few years the public 
program of vocational rehabilitation has 


*Reprinted from Rehabilitation Record, Jan.- 
Feb. 1960. 

+Mr. Schumacher is Research Analyst and Mr. 
Townsell is Information Specialist, Office of Vo- 
cational Rehabilitation. 


become a conspicuous and forceful ally 
of the forces that are battering down the 
walls of apathy and prejudice surround- 
ing our mentally retarded youths and 
young adults. 

In a few years—especially since 1954, 
when Public Law 565 provided a base 
for research and demonstration activities 
in vocational rehabilitation and _rein- 
forced recognition of the workshop as an 
effective rehabilitation instrument—a new 
viewpoint of mental retardation has de- 
veloped. Much of it is based on the 
fact that many who are mentally retard- 
ed are capable of productive work. 

The knowledge and techniques by 
which this group of handicapped is be- 
ing so largely benefited by education and 
training were developed and applied 
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swiftly after 1954. Today, more than a 
score of special demonstration projects 
are in operation over the Nation, jointly 
supported by private and Government 
funds, to reach a growing number of the 
mentally retarded with measures that are 
preparing many of them for sheltered or 
open employment. 

Development of the knowledge and 
practices that are proving so workable 
has forced revision or discarding of some 
of the older concepts of mental retarda- 
tion that had prevailed for so long. Men- 
tal retardation is difficult to define pre- 
cisely, for there are many classifications 
and degrees; also, there is considerable 
agreement that a suitable definition for 
educational or medical aspects might not 


fit those for the public vocational reha- 
bilitation program. As with any disabil- 
ity, the vocational rehabilitation point of 
view is concerned with those who can be 
made able to function and perform. In 
focusing that point of view on mental 
retardation, the concern is for the indi- 
vidual with functional intelligence, but 
with retardation as a functional condi- 
tion. 

One of the basic distinctions between 
old and new theories and the consequent 
development of new rehabilitation prac- 
tices is pointed out by Dr. Thorlief G. 
Hegge, in his discussion of the psycho- 
logical aspects of mental retardation in 
“Vocational Rehabilitation of the Men- 
tally Retarded”: 
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“In order to formulate a workable 
concept of mental retardation for voca- 
tional rehabilitation, there (first ) must be 
a distinction between mental retardation 
and mental deficiency. Mental retarda- 
tion suggests only a slowness of develop- 
ment whose implications are primarily 
educational, and may extend to vocation- 
al adjustment in adulthood. The term 
‘mental deficiency’ should be reserved 
for a condition of mental arrest resulting 
in a social inadequacy highly resistant to 
improvement through education, expe- 
rience, or any known treatment. 

“Perhaps the most satisfactory point of 
view is to regard the mentally retarded 
group as consisting largely of essentially 
normal people whose output of mental 
ability places them at the lower end of a 
distribution of normal traits . . . (yet 
who) may be expected to grow up and 
function with and as normal people, pro- 
vided they receive specialized and skilled 
assistance.” 

It is, of course, the intent of the public 
program of vocational rehabilitation to 
provide these kinds of assistance for the 
mentally retarded. Provision of adequate 
services for those who are in this group 
and eligible for State programs cuts all 
across the board, with a fusion of educa- 
tional, medical, psychological, social, and 
counseling services in highly specialized 
degrees. Rehabilitation of mental re- 
tardates is often complicated by emo- 
tional and social problems of considerable 
magnitude, and if a physical handicap is 
also present, rehabilitation becomes that 
much more difficult. 

Help for the mentally retarded in the 
United States began with the great 
French physician, Edouard Seguin, who, 
after devising revolutionary methods of 
educating and treating those with mental 
troubles in his own country, came to the 
United States in 1848, to directly stimu- 
late similar activities that were underway 
in several of the States. The develop- 
ment of more adequate institutions for 
those with mental troubles, first in Mas- 
sachusetts, followed closely by Ohio, 
New York, and Pennsylvania, helped 
greatly toward eventual recognition of 
the nature of mental retardation. 

Yet almost half a century was required 
for beginning of the movement for spe- 
cial education for the “backward” chil- 
dren in our public schools. The first class 
for the mentally retarded was started in 
Providence in 1896. It was the forerun- 
ner of a great number of public school 
systems that now have special classes 
among the million or million and a half 
school-age children who have some de- 
gree of mental retardation. 

This legislation authorizes the U.S. 
Commissioner of Education “to make 
grants to public or other nonprofit insti- 
tutions of higher learning to assist them 
in providing training of professional per- 
sonnel to conduct training of teachers in 
fields related to education of mentally 
retarded children.” The Commissioner 
is also authorized to make grants to State 
education agencies to assist them in es- 
tablishing and maintaining fellowships or 
traineeships for training personnel who 
are teaching or preparing to teach men- 
tally retarded children. 
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The advances that may be possible 
when this teaching program has had time 
to become fully effective will serve to 
separate those who can benefit educa- 
tionally from those who are truly mental- 
ly retarded. 

The early stages of the State-Federal 
program of vocational rehabilitation, be- 
ginning in 1920, did not allow for pro- 
vision of services for those with mental 
handicaps. In 1943, the first substantial 
amendment to the basic vocational re- 
habilitation legislation, the Barden-La- 
Follette Act (Public Law 113), made it 
possible for the mentally handicapped to 
be included in the public program. 

With this, the status of the mentally 
retarded began to improve. This status 
was greatly enhanced in the early fifties, 
when a groundswell of activity on be- 
half of the mentally retarded began to 
focus greater attention of the Nation on 
the possibilities inherent in improved re- 
habilitation measures for them, especially 
vocational rehabilitation. 


NARC IS POWER 


One of the potent factors in this in- 
creased activity was organization of the 
National Association for Retarded Chil- 
dren, about a decade ago. The growth 
of these “parent groups” for the mentally 
retarded has been phenomenal. They are 
in every State, and the more than 750 
groups have a total membership of well 
over 50,000. They serve to channel prog- 
ress in serving the mentally retarded to 
the community, and exert powerful in- 
fluence in helping to establish sheltered 
workshops and facilities, special school 
classes, and recreational facilities for the 
mentally retarded. 

Several studies on mental retardation 
launched circa 1950 revealed facts that 
had great bearing on the course that was 
taken to meet the special rehabilitation 
problems of this disability. They showed 
that despite improved and improving 
public school programs for the mentally 
retarded, 25 to 40 percent of the educa- 
ble groups (IQ 50 to 75) coming out of 
those classes could either not be placed 
on jobs, or hold them if they were 
placed. Moreover, a significant number 
of the trainable group (IQ under 50) 
received no vocational training or job 
opportunities whatsoever. 

The great change occurred in August 
1954 when passage of Public Law 565 
gave the Office of Vocational Rehabilita- 
tion administration of a grant system 
that includes awards for research and 
demonstration, and authority to estab- 
lish workshops and facilities under the 
grants-to-States programs. 

Shortly afterwards, the Association for 
Help of Retarded Children, in New York 
City, requested an opportunity to. dis- 
cuss with OVR a research project on 
mental retardation. NARC believed that 
the project would have national signifi- 
cance, that it would set a pattern, and 
that it would prove the vocational feasi- 
bility of thousands, who could become 
productive citizens in the community. 

The project, in brief, was establish- 
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ment of a workshop with these objec- 
tives: (1) to discover major factors in- 
hibiting success in rehabilitation of the 
mentally retarded young adult, and (2) 
to discover and provide services to over- 
come these factors. 

The project was approved and was be- 
gun in June 1955. It will be completed 
in May 1960. 

From the very beginning, the work- 
shop found that a considerable number 
of retardates were able to use the work- 
shop experience after varying lengths of 
time as a step toward competitive em- 
ployment. Others were able to use it as 
a means toward sheltered workshop em- 
ployment, if that matched their highest 
capacity. In many instances, their earn- 


ings made substantial contributions to 
the family budget. 

Despite differences between competi- 
tive and sheltered employment, require- 
ments are much like those for a good 
worker in competitive industry. Accept- 
able workers, for example, should be 
able to go to and from work, be on 
time, understand and follow directions, 
take supervision, and get along with 
other workers. Beyond these, of course, 
are specific experience and skill require- 
ments. Paid work provides an effective 
medium for training in these basic job 
requirements. 

Most of the mentally retarded young 
adults coming to this workshop have 
never had any work experience. They 
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hypertensive and cardiac patients — those whose 
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have ranged in age from 17 to 31 with 
an IQ of from 21 to 75, the average 
being around 53. The workshop has a 
capacity of 60 trainees and does con- 
tract work only. These contracts are 
secured from local industry and are 
mainly in such jobs as assembly of com- 
ponents into final form, packaging of 
selected articles, collating printed ma- 
terial, lacing of display cards, and simi- 
lar tasks. They range from simple to 
relatively complex operations. 

Contract work, as performed in such 
a workshop, can become the core ac- 
tivity around which many services can 
be developed. It provides an interim 
source of earnings for trainees until they 
are prepared to meet minimum demands 
of an industrial job; it provides the me- 
dium for training in specific vocational 
fields, and more importantly, in the so- 
cial behaviors and attitudes needed for 
functioning in the world of work both 
inside and outside the workshop. 

The workshop is different from a 
schoolroom, a social club, or an arts 
and crafts or recreation center. With 
its provisions for a broadly conceived 
work evaluation area, personal and vo- 
cational adjustment training programs, 
and _ sheltered workshop employment, 
this workshop has overcome a number 
of reported deficiencies which were 
making previous workshops ineffective. 
It stresses behaviors which are appro- 
priate to a situation which revolves 


around work and pay. Work is usually 
perceived by the retardate as an adult 
activity and the workshop offers the 
young adult an opportunity to assume 
and test himself in this adult role. 

For the more able and better moti- 
vated trainees, the workshop provides 
experience and training in such things 
as travel skills, useful living and work 
habits, punctuality, respect for the rights 
and property of others, and relation to 
fellow workers and to superiors. 

The disciplines of psychology, social 
work, and vocational counseling, all 
charged with diagnostic and treatment 
responsibilities, are routinely involved 
in the pre-admission diagnostic study of 
the client, and each has a therapeutic 
function to perform. Also, provision is 
made for followup of those who are 
placed in outside industry, which is 
among the especially important duties 
of the vocational counselor, the liaison 
representative to the State Division of 
Vocational Rehabilitation. 

A recent followup study of 106 of the 
cases served in the AHRC Workshop 
shows: 


Competitively employed ................ 25 
Previously but not currently competitively 
employ 


Sheltered or semi-sheltered employment ... 12 
At home, no period of employment ...... 39 
10 


Other (deceased, in family business, etc.).. 3 


Says a progress report: 


“The characteristic work pattern of the cur- 
rent competitively employed group is one of 
stability. Their average annual wage for full- 
time employment is $2,236. Aggregate wages 
for the entire group total $54,704. If earnings 
of individuals in the second and third cate- 
gories are included, the aggregate wages total 
$64,374, which is a conservative estimate since 
it does not include earnings of those sheltered 
workers who are paid on piece rates.” 


It was on the pattern of this project, 
developed as a prototype, that the 21 
occupational centers for the mentally 
retarded have been based. 

Beginning in July 1957, the Office 
of Vocational Rehabilitation accepted 
applications for grants to provide part 
of the cost of demonstration projects 
in the vocational rehabilitation of cer- 
tain groups of severely disabled persons, 
including the mentally retarded. Desig- 
nated categorically as “Selected Dem- 
onstration Projects in Vocational Reha- 
bilitation,” their major purposes are to: 
(1) accelerate vocational rehabilitation 
services to severely disabled persons; (2) 
provide for prompt and widespread ap- 
plication of knowledge and experience 
acquired in the OVR research grant pro- 
gram; and (3) test, insofar as possible, 
the application of the research findings 
under varying circumstances in various 
parts of the country. 

The 21 centers for the mentally re- 
tarded—more projects than for any 
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“Relief from pain was usually rapid and sometimes dramatic.” 
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freedom from insomnia which they attributed to freedom from pain.”’ 
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other disability in the selected category 
—have been or are being established on 
the prototype. Each is to receive Fed- 
eral aid for 3 years. They are located 
in: San Francisco, Calif.; Philadelphia, 
Pa.; St. Louis, Mo.; Boston, Mass.; Kan- 
sas City, Mo.; Denver, Colo.; Baltimore, 
Md.; Providence, R.I.; Savannah, Ga.; 
Toledo, Ohio; San Antonio, Tex.; At- 
lanta, Ga.; Chattanooga, Tenn.; Edin- 
burg, Tex.; Lincoln, Nebr.; Arlington, 
Va.; Muncie, Ind.; Birmingham, Ala.; 
Tacoma, Wash.; Carbondale, IIl.; and 
Shreveport, La. As of November 1, 1959, 
five of these workshops have been in op- 
eration for two full years; five about 
18 months; the remainder, 1 year or less. 


A-178 


All of the projects follow a common 
Intake Procedure, with age, mental lev- 
els, and other criteria by which selections 
are made. They have also adopted a 
standardized Evaluation Period, to as- 
sess individual vocational strengths and 
weaknesses through objective tests and 
standardized work tasks, together with 
careful recording of observed behavior. 
This period varies from 7 to 10 weeks. 
At its conclusion, a staff decision (in- 
volving the Director, Vocational Coun- 
selor, Workshop Supervisor, Psychologist, 
and sometimes Social Worker) is made 
concerning the client’s continuance in 
the project or the recommendation of 
another plan. 


FOCUS ON ADJUSTMENT, PLACEMENT 


Those who continue are given training 
which relates primarily to work habits, 
attitudes, social skills, and activities of 
daily living. The work done in training 
varies to a considerable degree both in 
nature and length, but is most often 
subcontract work from local industries, 
of a kind suited to the client’s abilities, 
In most projects wages are paid, either 
on a piecework or hourly basis. Wage 
rates vary from project to project. The 
training period varies according to the 
individual and project. Vocational coun- 
seling and social work are focused on 
client adjustment and ultimate place- 
ment. 

Most of the projects have been in 
operation too brief a time to draw more 
than general and tentative conclusions 
about employment. From available in- 
formation, well over 750 clients have 
been or are being served by 17 of these 
projects to date. For 10 of these projects 
in operation long enough to report, the 
proportion of those placed ranges from 
20 to 30 percent of the number being 
served. Evidence indicates that there 
will be a marked increase in the number 
of placements in the second and third 
years because of a larger number of 
clients admitted, evaluated, and made 
ready; greater emphasis on placement, 
reflected in the majority of reports thus 
far; and more experience, which time 
and increased skills bring to each 
project. 

Preliminary evidence seems to point 
to a more cohesive and organized com- 
munity effort on behalf of the mentally 
retarded in the middle size and smaller 
cities; in turn this advances the projects’ 
objectives more effectively. One project 
is located in a university, and three are 
a part of existing school settings. These 
should produce interesting new findings 
in the development of cooperative work- 
ing relationships with private and public 
school systems. 

The amounts expended or obligated in 
OVR grants for these 21 demonstrations 
will be, through fiscal 1960, just over 
$1 million. 

Sponsors of these special demonstra- 
tion projects and the OVR understand 
that the Federal grants for partial sup- 
port of the projects will progressively 
decrease during the usual 3-year peri 
that is arranged, and that the sponsors 
are expected to continue the projects 
alone after the 3-year periods are ended. 

Comments from a few progress reports 
indicate the encouraging results, varied 
scope, and new horizons of thinking be- 
ing developed through these projects: 


“Of the 48 individuals served, 16 obtained 
or were placed on outside jobs, and 12 of these 
are working on the date of this report. The 
total number placed in the two project years is 
22, with 17 of this number still working. 

“Seventeen of the 22 workers reported are 
working as of July 31, 1959. If the worker 
status remains the same for the last 13 weeks 
of the fiscal period, total wages for the full 
year will amount to $20,778.80.” 

“It is estimated that the cost to the State of 
releasing only one patient from institutional 
care for his lifetime would be equivalent to fi- 
nancing the total cost of operating the project 
for one year! 
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By supplementing the diet, NATABEC helps the gravida and nursing mother meet the nutritional demands 
of pregnancy and lactation. Each Kapseal provides a balanced formula of vitamins and minerals important 


to the maintenance of optimum health. 
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Past tense 


For the first time in months, this dad really feels like joining 
in the family fun. In the past, he had been far too tense 
either to devote a casual hour to usual father-son diversions 
or to answer the host of questions invariably posed by an 
inquisitive youngster. 

He actually enjoys helping junior build a model plane, 
because he “feels good” and is genuinely interested. The 
reason: Levanil does not isolate or insulate, as many tran- 
quilizers do. 
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SMITH Dosage: One capsule in the morning. 
KLINE & Prescription Size: Bottles of 30 capsules. 
FRENCH 
A-183 


JOURNAL A.O.A., VOL. 59, MAY 1960 


4 
| 
Be 
| 


WITH HYDROCORTISONE 


microbicidal anti-inflammatory antipruritic 


unique topical microbicide 
not an antibiotic - not a nitrofuran 


CONSISTENT RESPONSE 
IN SKIN INFECTIONS 


REGARDLESS OF VIRULENCE, RESISTANCE, CHRONICITY 


A DISTINCTIVE ANTIMICROBIAL, TRIBURON PREVAILS OVER PRIMARY AND 
SECONDARY INVADERS PROMPTLY, SAFELY, WITH NO SIGNIFICANT LOSS 
OF ORGANISM SENSITIVITY.‘ TWO FORMS: TRIBURON FOR SKIN AND WOUND 
INFECTIONS, TRIBURON-HC (WITH HYDROCORTISONE) TO COUNTER ITCHING 
AND INFLAMMATION AS WELL AS INFECTION. BOTH HAVE ACHIEVED IM- 
PRESSIVE CLINICAL RECORDS: & EFFECTIVE IN OVER 90% OF PATIENTS?"5 
@ pramatic RESPONSES IN CHRONIC CONDITIONS*: © yp MICROBICIDAL 
EVEN AGAINST RESISTANT STRAINS OF STAPH. AND STREP.* 4 @ virtu- 
ALLY NONSENSITIZING AND NONIRRITATING2-5 @ staintess, ODORLESS, 
“HIGHLY ACCEPTABLE’. 
EFFECTIVE THERAPY FOR: IMPETIGO, FOLLICULITIS, FURUNCULOSIS, ECTHYMA, 


ECZEMA, ACNE, ATOPIC DERMATITIS, NEURODERMATITIS, CONTACT DERMATITIS, 
STASIS ULCERS, HYDRADENITIS, SEBORRHEIC DERMATITIS, INFECTIOUS ECZEMA- 
TOUS DERMATITIS, WOUNDS AND LACERATIONS. 


TRIBURON—FOR ALL SKIN AND WOUND INFECTIONS REQUIRING CONSISTENT ANTIBACTERIAL ACTION, AND FOR PRE- 
VENTION AND TREATMENT OF POST-BURN INFECTIONS. (TRIBURON-IMPREGNATED DRESSINGS CAN BE AUTOCLAVED.) 
} AVAILABLE: OINTMENT, CONTAINING 0.1 PER CENT TRIBURON CHLORIDE, IN 1-OZ TUBES AND 1-LB JARS. 


TRIBURON-HC—FOR INFLAMMATORY AND ECZEMATOID DERMATOSES WHERE ANTI-INFLAMMATORY AND ANTIPRURITIC BENEFITS 
AS WELL AS ANTIBACTERIAL EFFECTS ARE REQUIRED. 
) : AVAILABLE: OINTMENT, CONTAINING 0.1 PER CENT TRIBURON CHLORIDE PLUS 0.5 PER CENT MY TISONE, IN 5-GM AND 
20-GM TUBES. 
REFERENCES: 1. R. J. SCHNITZER, E. GRUNBERG, W. F. DELORENZO AND R. E. BAGDON, ANTIBIOTICS & CHEMOTHER., 9:267, 1959. 
2. R. C. V. ROBINSON, ANN. NEW YORK ACAD. SC., 82:(ART. 1), 144, 1959. 3. E. EDELSON, E. GRUNBERG, A. D. CALABRESE AND T.V.MORTON, 
IBID., P. 124. 4. P. L. WILLIAMS, IBID., P. 135. 5. F. T. BECKER AND J. L. TUURA, IBID., P. 131. 6. S. M. BLUEFARB, IBID., P. 119. 
TRIBURON® CHLORIDE — N,N’ BIS(1- METHYL -3-(2, - 1,6-HEXANEDIAMINE BIS (METHO- 
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The whole family likes “Premarin? 


le a sense, when you prescribe 
“Premarin” for a wife and mother 
who is suffering in the menopause, 
chances are you're treating the 
whole family. Junior, Sis, and Dad, 
just like Mom, can tell the difference 
right off. 

Mother isn’t just more tranquil on 
“Premarin” therapy. Hundreds of 
published reports tell us she takes a 


positive outlook on life. She feels 
good. And we all know that’s the 
single most important factor for a 
happy home. 

Women on “Premarin” receive 
treatment that covers every aspect 
of the menopause, including prompt 
relief of physical distress. 

Is it any wonder physicians say 
the woman suffering in the meno- 


pause deserves “Premarin”? Many 
a family would agree. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltestos- 
terone. 


Ayerst Laboratories » New York 
16, N. Y. * Montreal, Canada (or 
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the spot coverage 


M A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
if layers of the skin that are not reached by the normal blood supply. 
; Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


® 
ointment & powder & solution D 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PO-01 
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timed releases throughout the day: 


for your 
patients 
who meet 
most 

of their 
frustrations 


with food 


PHANTOS ‘and PHANTOS-10 


fit the needs of these “should, but can’t” reducers 


PHANTOS (full strength) and PHANTOS-10 (two-thirds strength for 
those who can be managed on lower dosage) effectively counteract the 
underlying causes of overeating which make the patient “who just 
can’t stay on a diet” so difficult and discouraging to treat. 

PHANTOS and PHANTOS-10 provide: mood elevation to help allay the 
stress and depression which weaken will power, plus day-long appetite 
suppression # a helpful metabolic boost = convenient once-a-day dos- 
age @ alleviation of morning constipation and evening excitation. 
Each PHANTOS or PHANTOS-10 capsule provides these three separately 


INTERMEDIATE bd 


RELEASE Thyroid 


Atgine sulfate ... 


PHANTOS PHANTOS-10 
(full (two-thirds 
strength) strength) 
Amphetamine sulfate 5 3.33 
Amphetamine sulfate................ 3.33 mg 


Thyroid 


FINAL Z 
RELEASE 


Amphetamine sulfate 


Phenobarbital* ...... 
*( Warning: May Be Habit-Forming) 


DOSAGE: One PHANTOS or PHANTOS-10 Capsule daily, taken on arising. 
COOPER, TINSLEY LABORATORIES, INC., HARRISON, N. J. WV 


“Since the opening of the center, 17 have 
returned to their communities as wage earners, 
5 are unpaid family workers . . . 

“The following plans have been formulated: 
to expand training in trade and industrial ma- 
nipulative skills, which are needed for successful 
entrance into trade and industrial employment; 
to expand the evaluation phase in non-manual 
aims; to further study the removal of the ele- 
ment of fear in the use, adjustment, and repair 
of mechanical-electrical devices common to 
every day industry; to further the development 
of work habits and attitudes which are needed 
for obtaining a job and also for the holding of 
a job; and to further explore the use of com- 
munity resources to help create public aware- 
ness of the mental retardates’ needs and prob- 
lems, and to raise the level of civic participa- 
tion.” 


It is significant that most of these proj- 
ects work closely with the State divisions 
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of vocational rehabilitation. State em- 
ployment services are also frequently 
involved, together with many private 
agencies and civic groups. At least 75 
percent of the projects are either directly 
sponsored by parents and friends of the 
mentally retarded or actively supported 
by them. 

At yearend 1959 more than a dozen 
OVR-aided research projects were com- 
pleted, underway, or approved for in- 
itiation in matters directly related to 
rehabilitation of the mentally retarded. 

The attitudes of employers toward em- 
ploying the retarded, for instance, had to 
be studied and a Pennsylvania project 
is so engaged. Another project, in Pitts- 
burgh, has completed a system for an- 


alyzing activity elements of jobs avail- 
able to the retarded. A Milwaukee 
project is demonstrating that a coopera- 
tive program of academic schoolwork 
and concurrent employment experience 
will aid the vocational rehabilitation of 
mentally retarded high school youths in 
their senior year. 

The University of Colorado has a 
study underway to examine the effects 
of special training on the efficiency of 
retarded youths in acquiring special 
skills. A Florida training center has 
evaluated the extent to which mentally 
retarded youth with muscular, ortho- 
pedic, or emotional impairments can be 
rehabilitated through workshop and 
other types of training. 

And as the total rehabilitation picture 
broadens on behalf of the mentally re- 
tarded, State agencies, too, are looking 
at their situations and resources for 
expanding their programs in this direc- 
tion. West Virginia’s Division of Voca- 
tional Rehabilitation will use a research 
and demonstration grant award from 
OVR for formulating a statewide ground 
plan for the retarded; the Kansas Voca- 
tional Rehabilitation Service will conduct 
a series of meetings among State agency 
personnel and rehabilitation specialists to 
suggest and innovate research activities 
as well as a State plan on retardation. 


OTHER FEDERAL AIDS 


Aside from research and demonstra- 
tion grants, there are other ways in 
which Federal funds may be employed 
to aid measures furthering rehabilitation 
of the mentally retarded. Funds from 
support grants given the States by the 
Federal Government may, in the dis- 
cretion of State rehabilitation agencies, 
be granted in turn to community reha- 
bilitation undertakings, and several States 
have taken this step for mental retarda- 
tion projects. The 1954 legislation also 
provided for grants to State rehabilita- 
tion agencies to assist them in initiating 
projects to extend and improve existing 
services. In the past five fiscal years, 19 
States have received such grants to ex- 
tend and improve services for the men- 
tally retarded. 

California, for instance, has been 
granted $106,642 for specially trained 
counselors for the retarded and for en- 
listing community support in projects for 
the retarded. Indiana has received al- 
most as much for establishment of a 
rehabilitation facility at a residential in- 
stitution for the retarded. Virginia has 
received $94,512 to improve the services 
to the retarded at its Woodrow Wilson 
Center. New Jersey has been granted 
$60,000 for five projects, Texas has re- 
ceived two grants, totaling $73,808, and 
grants to other States have brought the 
total for extension and improvement to 
$732,982, as the Federal contribution to 
States’ efforts to benefit their mentally 
retarded 

A study made last year in Pennsyl- 
vania—whose vocational rehabilitation 
agency has for the past two fiscal years 
led all the States in the total number of 


- 
= 
| 
H 
| 


“Sure it’s a great idea) 
but we were 
only using 26% of it!” } 


ff é 


““We’ve had the Payroll Savings Plan for U.S. Savings 
Bonds in our outfit for years. We think it is good for the 
~ Country and good for our company—and it goes without 
ff saying it’s good for the saver. I had assumed we had a large 
participation by our people. But when I checked up last 
month I found that only 26% of our employees were regular 
users of the plan. In a company our size there is always a cer- 
tain amount of personnel turnover, and there are always some 
people who are going to subscribe . . . next payday, maybe. 
“So what I did was contact our State Savings Bonds 
Director. He helped us put on a company-wide campaign 
that reached every employee personally to point out the 
advantages of buying new 334% Savings Bonds, regularly. 
' Today we have more than 50% of our people using the 
plan, and we’re going on from there!” 

Perhaps your organization, too, has been taking your 
Payroll Savings Plan for granted. It’s a great idea, but its 
value to your people and to your company increases with 
_ the number of employees # x use it, every payday. Let 
’ your State Savings Bonds Director show you how easy it is 

to get your company back in the high value area of par- 

ticipation. Or write Savings Bonds Division, U.S. Treasury 
Department, Washington, D.C. 


THE U.S. GOVERNMENT DOES NOT PAY FOR THIS ADVERTISEMENT. THE TREASURY DEPARTMENT THANKS, FOR THEIR PATRIOTISM, THE ADVERTISING COUNCIL AND THE DONOR ABOVE. 
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rehabilitations of disabled persons—re- 
vealed a great forward movement in es- 
tablishment of workshop facilities for the 
mentally retarded. 

The State agency, with assistance of 
the regional OVR office, studied the op- 
erations of 24 workshops over the State 
that are serving various categories of dis- 
abled persons (excluding workshops for 
the blind). It was found that 26 percent 
of those attending the workshops were 
there because of mental retardation—the 
largest percentage for any disability. 
Eight of the 24 workshops were serving 
only the mentally retarded. 

Some measurement of the scope of 
the problem and results in the enlarged 
efforts to rehabilitate the mentally re- 
tarded is obtainable from an analysis 
of the almost 1,100 retarded who were 
rehabilitated nationally through the pub- 
lic program in fiscal 1957. It was hardly 
surprising that the retardation of 92 per- 
cent of them was congenital in origin. 
Sixty-nine percent were male. Ninety-six 
percent were unemployed at acceptance 
for services—half of these had never 
worked—and 79 percent of the total 
were dependent on their families. 

Looking at the rehabilitated mentally 
retarded of 1957 as a whole, the almost 
1,100 workers earned $1,851,600 in their 
first year after rehabilitation, more than 
four times the earnings of the group 
before rehabilitation. 


VARIED OCCUPATIONS 


The kinds of work they entered ranged 
from bookkeeping and cashiering to la- 
borers and family workers. Service occu- 
pations—waiters, barbers, cosmeticians, 
hotel workers, and such forms of em- 
ployment—claimed the largest number, 
32 percent. Another 26 percent went into 
skilled and _ semiskilled occupations— 
bakers, tailors, dressmakers, painters, 
routemen, mechanics and repairmen, up- 
holsterers, and printers. Nine percent 
were hired as clerks, store salespeople, 
and similar occupations, and the rest 
went into agriculture, family pursuits, 
and many kinds of unskilled jobs. 

The rising annual totals of rehabilita- 
tion of the mentally retarded, as well as 
the percentages of these persons among 
the totals for all disabilities, reflect the 
growing intensity of efforts of the public 
program for these people. 

Back in 1945, only 106 mentally re- 
tarded persons were rehabilitated into 
employment—three-tenths of 1 percent 
of the total for the year. In 1954 the 
number of mentally retarded prepared 
for and placed in employment in that 
year was 561, 1 percent of the total. But 
in 1958 the total of 1,578 of these men- 
tally handicapped who were rehabili- 
tated was 2.1 percent of the total. The 
cumulative total for the years 1954-1958 
was 4,520. 

Here is a growing achievement that is 
commensurate with the concerted, loyal, 
and hopeful efforts of many thousands of 
parents and friends of the mentally re- 
tarded, a number of voluntary organiza- 
tions, and the expansion of interest and 
effort in the public program of vocational 
rehabilitation. 
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Poliomyelitis 
immunization 
house to house* 


William A. Allen, M.P.H., 
and Michael J. Burke, M.A.¢ 


What results can be obtained by a 
house-to-house poliomyelitis campaign 
among “hard-to-reach” groups? 


*Reprinted from Public Health Reports, March 
1960. 

+Mr. Allen is director of the division of health 
education and Mr. Burke, statistical epidemiolo- 
gist, Philadelphia Department of Public Health. 


This question had been raised a nun- 
ber of times by staff members of the 
Philadelphia Department of Public 
Health. When in the summer of 1959 it 
appeared that immunization was lagging 
in sections of the city where poliomye- 
litis incidence was highest, it was decid- 
ed to conduct a house-to-house program 
through the use of four mobile teams. 

A number of extensive immunization 
programs had been conducted in prior 
years in Philadelphia. As in many other 
communities throughout the country, the 
poliomyelitis immunization program was 
initiated in April 1955, as soon as the 
Salk vaccine was released. 

The first phase was directed toward 
inoculating children in the first and sec- 


in severe 


BURSITIS 
think of 


the 


‘ond grades of public, parochial, and pri- All vaccine used by the schools in 
vate schools. From the inception of this 1955, 1956, and 1957 was supplied by 
program, there was excellent cooperation the health department either through its 
between the Philadelphia Department of own budget or by allocation from Fed- 
Public Health and the medical divisions eral or State sources. In 1958 and 1959, 
of the public and parochial schools. however, in addition to the city supply, 
Every year since 1955, the schools the Philadelphia Chapter of the National 
have conducted intensive inoculation pro- Foundation gave the department 100,000 
grams with vaccine furnished by the cc. of vaccine, some of which was used 
health department. Age restrictions were by the schools. In the spring of 1959, 
gradually modified so that, eventually, the public schools purchased additional 
the immunizations were made available vaccine for their use. 
to children in all grades. The health de- In the summer of 1956, again with the 
partment provided the personnel for the cooperation of the schools, the health de- 
administration of the parochial school partment organized 10 teams, 1 in each 
program. The public schools, however, of the 10 health districts into which the 
supplied their own personnel for their city is divided. These teams moved from 
program. one school to another each day. They 


for dramatic response 
and prolonged relief— 


with a single, 80-unit, intramuscular iryection! 


Results in acute bursitis with CorTropHin®-Zinc— 
the most advanced, longest-acting ACTH preparation*— 


- “Complete relief of acute bursitis was accomplished in 85% of 
35 cases treated . . .” 

* “(Dosage was) 1 intramuscular injection of CorTROPHIN-ZINC 
...2cc. or 80 U.S.P. units.” ; 

* “Definite clinical improvement occurred within 4 hours . . .” 

“... and complete symptomatic resolution in 24 hours.” 

* “Complete restoration of painless motion was thus accomplished 
and the patient returned to work within 2 days.” 

* “No additional therapy was needed. The simplicity of this treat- 
ment is self evident.” 
*Klosk, E. and Bernstein, A.: J. Newark Beth Israel Hospital 11:58, 1960. 


CorTROPHIN-ZINC—preferred over other ACTH preparations, 
because of these special advantages 
* Rapid onset—5% is free actu for quick absorption. 
» Prolonged action—48- to 72-hour action with 1 cc. (40 units). 
» Safety—slow, steady release avoids over- and under-dosages. 
* Convenience—free-flowing; no pre-heating needed. 
* Purity—minimizes risk of sensitization. 
* Painlessness—because of fine, aqueous 


suspension, small needle. Organon 
Supplied: 40 or 20 U.S.P. units/ cc., 5-cc. vials; 
lece. (40 U. S.P units) ampuls with sterile, 
disposable syringe. Organon Inc., West Orange, N. J. 
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inoculated 110,000 children. The teams 
worked in 113 public and parochial 
schools immunizing children under 15 
years of age and expectant mothers. By 
working through the schools to bring 
the program to the people in their neigh- 
borhoods, great numbers of previously 
unvaccinated persons were reached. At 
the same time, daily inoculations were 
given in the health centers. 

In 1957 the health department, the 
Hospital Council, and the Philadelphia 
County Medical Society jointly conduct- 
ed inoculation clinics in 10 private hos- 
pitals strategically located throughout 
the city. These clinics were held on 4 
Saturdays selected so that an individual 
could receive at least two inoculations. 

Members of the county medical society 
volunteered their services to staff the 
clinics. Volunteer clerical workers from 
the local chapter of the National Foun- 
dation and hospital and health depart- 
ment personnel completed the clinic 
staffs. During this phase of the program, 
which provided immunizations for per- 
sons 40 years of age and under, almost 
75,000 persons were inoculated. 

On the first Saturdays of February and 
March 1958, inoculations were offered at 
10 public and parochial school sites to 
persons through 40 years of age. Vac- 
cine, as well as a number of volunteer 
workers, was supplied by the local chap- 
ter of the National Foundation. Most of 
the staff, however, came from the health 
department. Because inclement weather 
limited the total number immunized to 
less than 40,000, the health department 
had a large amount of unused vaccine. 
The department made it available to 
universities, colleges, seminaries, profes- 
sional schools, and technical and voca- ~ 
tional schools. 

In the summer of 1958, daily inocula- 
tion sessions were held in district health 
centers for all persons 40 years of age 
and under. Night sessions for persons in 
these age groups were conducted during 
August, September, and October. 

In all of these programs the depart- 
ment noted that the response was poorest 
in areas of the city having the lowest 
economic standards and the most con- 
gested living conditions. 

Since 1955, Salk vaccine has been dis- 
tributed upon request to hospitals for 
their prenatal and pediatric clinics. In 
1959, for example, vaccine was distrib- 
uted to 36 hospitals and to private phy- 
sicians for the inoculation of their pa- 
tients who could not afford the cost of 
the vaccine. The hospitals and the phy- 
sicians were required to submit a form 
for each inoculation administered. 

Despite all efforts to raise the immu- 
nization level of the city to a satisfactory 
level, 77 cases of poliomyelitis, including 
2 deaths, occurred in 1958. This repre- 
sented a sharp rise over the previous 
year and was the greatest number of 
cases recorded in the city since pre-Salk 
days. In 1954, there had been 228 cases. 
The number of cases in 1955 was 42, 
and in 1956 the number declined to 16. 
In 1957, only 10 cases were recorded in 
the city. 

Of the 77 cases which occurred in 
1958, 39 cases, or 50.7 percent, were in 
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ACHROMYCIN OINTMENT 3% 
ACHROMYCIN OINTMENT 3% WITH HYDROCORTISONE 2% 


For infectious dermatoses. Unsurpassed broad-spec-. For inflammatory dermatoses. Classic corticoid sup- = 
trum control of causative organisms and complicating pression of erythema, swelling, weeping, pruritus... 
mixed invaders. Excellent local toleration; low sensitiz- plus ACHROMYCIN control of pyogenic or subclinical e: 
ing potential. in ¥ oz. and 1-oz. tubes. secondary infection. In 5 Gm. tube. 


ACHROMYCIN 


Tetracycline Lederle 


> 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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health districts 5 and 6, which had an 
attack rate of 9.1 per 100,000 popula- 
tion. In comparison, the remainder of 
the city had 38 cases, or 49.3 percent, 
an attack rate of 2.1 per 100,000. The 
overall attack rate for Philadelphia was 
3.5 per 100,000 population. 

Late in 1958, the department reviewed 
the effectiveness of the various immuniza- 
tion programs which had been undertak- 
en. Based upon statistical data gathered 
from school programs, special programs, 
and district clinics, estimates were made 
regarding the general immunization 
status of the city. It became apparent 
that additional efforts were needed to 
motivate residents in health districts 5 
and 6 to protect their children and them- 
selves against poliomyelitis and to pre- 
vent the possible development of an epi- 
demic in the city. 

Districts 5 and 6 are bounded by the 
Delaware and Schuylkill Rivers and ex- 
tend from Vine Street on the south to 
Lehigh Avenue on the north. They are 
characterized by substandard housing, 
low incomes, and a greater incidence of 
other diseases such as tuberculosis and 
venereal disease. These districts also have 
a higher infant mortality rate than the 
city as a whole and many other social 
and economic ills. 

Because of the apparent failure to 
gain response in these districts to the 
previous inoculation campaigns and the 
upsurge of poliomyelitis incidence in 
1958, most of which occurred in this 
area, the health department decided to 
direct its attention to methods aimed 
at the “hard-to-reach” groups. : 

Accordingly, early in 1959 special 
methods were used. Thousands of spe- 
cially designed leaflets and posters 
were distributed, volunteers visited 
homes in the neighborhoods, and sound 
trucks toured the neighborhoods an- 
nouncing the free inoculations in the 
clinics. All of these efforts were direct- 
ed at getting residents to come to the 
established clinics. 

Because of the wide variety in the 
backgrounds of residents of the city in- 
cluding economic, cultural, and ethnic 
differences, a number of different moti- 
vational approaches were used, espe- 
cially among the “hard-to-reach” groups. 

Within a few weeks it was evident 
that this program, aimed at providing 
free inoculations to children under 7 
years of age and expectant mothers, was 
lagging despite the intensive efforts to 
encourage residents to participate. 

With the poliomyelitis season ap- 
proaching and realization that the “hard 
core area” had not been reached ade- 
quately, plans were made to bring the 
program to the people through the use 
of mobile teams operating on a door-to- 
door basis in districts 5 and 6. 

Several planning meetings of represent- 
atives from public health nursing, epi- 
demiology, health education, and other 
divisions were held to pave the way 
for the kickoff of the new program. 

Four teams were organized to work 
in these districts. The teams traveled 
in station wagons which were equipped 
with vaccines, syringes, and other sup- 
plies. Banners announcing the free in- 
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And Pel-Clave is the only 
double jacket, portable 
Autoclave with a ther- 
mometer in the discharge 
line. Tells you at a glance 
when true sterilization 
has been reached. 


Shouldn’t you be thinking 
about a PEL-CLAVE in 
your practice? It will save 
YOUR @ mE 
YOUR @ressure 
YOUR @EMPERATURE 


ASSURANCE IS YOURS EVERY TIME 
WHEN STERILIZING 


THE PEL-CLAVE WAY 


PEL-CLAVE, Model GN, has been engineered to give you 
the three-fold requisite of true sterilization: 


The Pel-Clave is like an extra pair of hands. Set it... and forget it. 
Automatic controls maintain the correct temperature and pressure. 
As for speed, your unit stands ready for instant use as long as the 


Detailed literature available. 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


jections were prominently displayed on 
the vehicles, and loudspeakers were 
mounted on the roofs. Personnel for 
each team consisted of a physician to 
give the injections, a public health nurse 
to go from door to door to tell residents 
about the availability of the inoculations 
and to answer questions, a graduate 
nurse to fill syringes and assist the phy- 
sicians, a health educator to organize in 
advance and coordinate a volunteer 
corps to assist in the home visits, a 
clerk to register persons requesting in- 
oculations, and a disease control investi- 
gator or sanitarian to drive the station 
wagon and to make announcements over 
the loudspeaker. 

The local chapter of the National 
Foundation supplied funds to rent sound 


equipment and produce the tape record- 
ings which were used in addition to live 
announcements. A well-known soft drink 
company provided containers to re- 
frigerate vaccine, and a sound equip- 
ment company provided additional loud- 
speakers. 

The newly constructed health center 
in district 6 was selected as headquar- 
ters for the program. This center has 
an excellent physical plant with adequate 
storage facilities. It has a large parking 
lot which permits easy loading of ve- 
hicles, and in addition, it is convenient 
to good transportation facilities to all 
parts of the city, which facilitated the 
travel of persons staffing the program. 

The house-to-house program was in- 
itiated July 6 and continued through 
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CAMP prenaial supporis 


new... lightweight... fashionable 


MATERNITY BELT LIGHT SUPPORT 


MODERATE SUPPORT STRONG SUPPORT 


Here are a few of the newly created Camp prenatal garments for expectant 
mothers. Now doctors can recommend Camp with assurance; their patients 
can choose from lightweight non-supporting maternity girdles, garter belts, 
or panty girdles ...or they can wear the comfortable, functional support- 


ing garment the doctor prescribes. 


Camp prenatal garments range from a belt to hold up the patient’s hose 
to sturdy supports which help prevent undue stretching of the abdominal 
walls, aid in preventing strain of the sacro-iliac joints and give adequate 
support to the back. The wide variety of fabrics and figure types available 
in Camp’s non-support and support type prenatal garments plus the taste- 
ful, attractive styling creates greater patient satisfaction both physically 
and psychologically. Prices at retail are surprisingly low (from $2.95) and 


intended to accommodate the most moderate budget. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 


S. H. Camp & Company of Canada, Lid., Trenton, Ontario 


September 11. Hours of operation were 
between 5:30 and 7:30 p.m., Mondays 
through Fridays. Because teams con- 
tinued to work until everyone wishing 
an injection had been immunized, the 
teams frequently did not return to the 
headquarters until 9 p.m. 

In order to speed the registration pro- 
cedure, no forms were filled out for 
adults. For children under 21, it was 
requested that parents complete a par- 
ental consent form. When parents were 
unable to come to the mobile unit, chil- 
dren were given a parental consent form 
and were immunized when they returned 
the completed forms. 

When the house-to-house program be- 
gan, immunizations were offered only to 
children under 7 years of age and ex- 
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pectant mothers. Because of the difficulty 
of limiting the inoculations to this age 
group, the program was expanded to 
provide immunizations for persons of all 
ages. 

In the actual operation, a team some- 
times proceeded along a particular street, 
stopping often to give injections. Fre- 
quently, however, it was more advan- 
tageous to park the vehicle for long 
periods and administer the vaccine from 
a strategically situated parking lot or 
street corner. 

During the 10 weeks that the pro- 
gram was in operation, 37,879 individ- 
uals were inoculated. Of this number, 
21,326, or 56.3 percent, received their 
first inoculation; 7,297, or 19.3 percent, 
their second; 5,348, or 14.1 percent, their 


third; and 3,908, or 10.3 percent, their 
fourth. By age distribution, 12,363, or 
32.6 percent, were under 7 years of age; 
6,777 or 17.9 percent were 7 through 14 
years of age; 1,823, or 4.8 percent 
were 15 through 18 years; and 16,916 or 
44.7 percent were 19 years of age or 
older. 

Since more than 75 percent of the in- 
oculations were given to preschoolers 
and to persons more than 19 years of 
age, the program was effective in reach- 
ing susceptible age groups as well as 
groups in which the immunization level 
was considered to be extremely low. 

Although it is felt that the house-to- 
house approach was successful in im- 
munizing many people who would not 
otherwise have been reached, several 
disappointments were encountered. Dur- 
ing the campaign, eight cases of para- 
lytic poliomyelitis and one nonparalytic 
case occurred in Philadelphia, all of 
them in health districts 5 and 6 where 
the mobile teams were operating. The 
fourth, fifth, sixth, seventh, and eighth 
cases occurred almost within the shadows 
of the mobile units. None of the persons 
with the disease had availed themselves 
of the vaccine. 

The success of the campaign, however, 
is indicated by the fact that the inci- 
dence of poliomyelitis in Philadelphia in 
1959 was approximately 73 percent un- 
der the incidence for 1958. For the 
Nation as a whole the incidence of polio- 
myelitis was up almost 42 percent in 
1959. 

It seems evident that the house-to- 
house approach, by providing immuniza- 
tions for “hard-to-reach” groups in their 
neighborhoods, played a prominent part 
in cutting the toll of poliomyelitis in 
Philadelphia. 


SUMMARY AND CONCLUSIONS 


Since 1955 when the Salk vaccine was 
released, the Philadelphia Department of 
Public Health has conducted a continu- 
ing poliomyelitis immunization program 
which has had a number of different 
phases. Cooperating in these various 
phases have been the public and paro- 
chial schools, the Philadelphia County 
Medical Society, the hospitals, and the 
local chapter of the National Foundation. 

During the program, many of the 
well-established techniques to motivate 
residents to become inoculated were 
used. The department staff noted that, 
although response to various phases of 
the program was great in many higher 
income areas of the city, the response 
in certain of the lower income, highly 
congested areas was almost invariably 
oor. 

Although the incidence of poliomye- 
litis was relatively low in 1955, 1956, 
and 1957, an upsurge of the disease oc- 
curred in 1958 when there were 77 
cases, including 2 deaths. An analysis 
of the immunization situation made by 
the department staff late in 1958 led to 
the conclusion that a renewed effort was 
required to increase participation in the 
program among the residents in health 
districts 5 and 6, the area in which most 
of the 1958 victims lived. 
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“GENTIAN 


VAGI IN AL, 


the only 
“SPECIFIC ANTIMYCOTIC 
AGINAL TABLET WITH 
GEL FORMING BASE 


A Methy Reanitine chloride ( gentian violet) 
has generally proved the most effective and specific agent for the 
treatment of vaginal candidiasis caused by the fungus Candida. 


Hyva Gentian Violet Tablets virtually eliminate the principal dis- 
advantages of present gentian violet preparations. They may be 
handled andised without staining and have 

psy¢hological and aesthetic acceptance. 


Hyva combines the fungici@lalaction of gentian violet (1.0 mgm. ) 

with three active surface teducing agents and bactericides. * 
These active ingrediénts have been incorporated into a mildly 
effervescent “‘gel’’ forming base which provides for maximum and 
“prolonged effectiveness. Shorter treatment time is required 
without the sual messiness normally experienced. 


One tablet intravaginally for 12 nights. When necessary one 
tablet twice daily may be recommended. Patient should take a 
Nylmerate Solution water douche on arising and 

: mY preceding next tablet application. 


Prescribe Hyva Gentian Violet 
Tablets with applicator—boxes of 12 tablets. 


Write for descriptive literature 


*Alkyldimethylbenzylammonium chloride 
(0.5 mgm.) 

Polyoxyethylenenonylphenol (10.0 mgm.) 
Polyethlene Glycol Tert- Dodecylthioether 
(5.0 mgm.) 


HOLLAND-RANTOS. CoO., INC. 
145 HUDSON STREET - NEW YORK 13, N.Y. 
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Lew 
therapy 
Peptic 
Ulcer 


controls inflammation, swelling and pain 


Pretreatment roentgenogram made 
on January 26, 1957 shows a large 
niche on the upper third of the lesser 
curvature. 


Roentgenogram made on February 
23, 1957 shows only a slight indenta- 
tion on the lesser curvature. 


he superior anti-inflammatory enzyme 


Chymar 


chymotrypsin 


cessation of all symptoms and 
complete healing in 70 out 

of 78 cases as reported in 
Postgraduate Medicine (Oct.) 1959 


chymotrypsin offers a new approach 
to the treatment of peptic ulcer.” 


In 54 cases, most of them hospitalized, 
in which chymotrypsin (Chymar) was 
used in conjunction with other agents 
‘All of the symptoms disappeared and 
complete healing of the ulcer occurred 
in 49 (90.7 per cent) of the 54 cases...” 
Average time for cessation of symptoms 
...6 days; for complete healing... 

36 days; average follow-up period 
...12 months. Jn 24 cases in which 
Chymar was used alone, “Cessation of 
all symptoms and complete healing 
occurred in 21 (87.5 per cent) of the 

24 cases... .”” Average time for 
cessation of symptoms... 5.8 days; 

for complete healing . . . 24 days; 
average follow-up period... 

25.5 months. 


Conclusions: ‘‘Because of the excellent 
results obtained in 78 cases of peptic 
ulcer... I strongly recommend its use 
as a most valuable adjunct in the 
treatment of this disease.” * 

*Mozan, A. A.: Postgraduate Med. 26:542, 1959 


Buccal/Aqueous/Oil 


CHYMAR Buccal—Crystallized 
chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 24 
tablets. Enzymatic activity, 10,000 

Armour Units per tablet. 


CHYMAR Aqueous—Solution of 
crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials of 5 cc. Enzymatic activity, 
5000 Armour Units per cc. 


CHYMAR—Suspension of crystallized 
chymotrypsin in oil for intramuscular 

injection. Vials of 5 cc. Enzymatic 
activity, 5000 Armour Units per cc. 


As 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS 
Armour Means Protection 


© 1960, A. P. Co. 
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A special program was instituted early 
in 1959 to encourage the groups most 
susceptible to poliomyelitis to become 
immunized at the regular health depart- 
ment clinics in districts 5 and 6. 

When this program lagged in the 
spring of the year, the health department 
staff, realizing that adequate immuni- 
zation had not been gained and faced 
with the threat of a possible epidemic 
or outbreak, organized a special house- 
to-house immunization campaign in 
which mobile teams toured the neighbor- 
hoods in health districts 5 and 6 for a 
10-week period, July 6 through Septem- 
ber 11. 

During this effort, 37,879 persons 
were immunized. The results of the 
house-to-house campaign revealed that 
this type of direct approach, particu- 
larly to groups which do not respond to 
the usual approaches, can be of great 
value in increasing participation in im- 
munization programs. Of the people re- 
sponding to the campaign, the majority 
were in the age groups most susceptible 
to poliomyelitis and in which the im- 
munization level was particularly low. 

Detailed planning and close coopera- 
tion of all health department organiza- 
tional units, as well as close cooperation 
with groups in the community, are essen- 
tial in any program of this type. 


Live polio vaccine 


spreads lightly* 


An experiment to test the communi- 
cation of live poliomyelitis vaccine, un- 
dertaken in two Louisiana communities 
in June 1959, was the subject of a pre- 
liminary report by Dr. Henry Gelfand. 
virologist, Public Health Service; and 
others. 

A surprising finding was that, under 
apparently ideal conditions, the virus 
spread from vaccinated children to un- 
vaccinated children only to a limited de- 
gree. Instead of “an explosion of trans- 
mission,” the virus was isolated from 
only 58 percent of contact families, from 
39 percent of susceptible contact chil- 
dren, and from 19 percent of immune 
contact children. 

Moreover, many of the contacts ex- 
creted virus for so brief a period that 
they could hardly have served as effec- 
tive sources for its spread, Gelfand said. 
He added that such infections may have 
failed to stimulate either antibody or lo- 
cal intestinal resistance. 

At the same time, 90 percent of the 
children fed live vaccine orally excreted 
homologous virus, indicating the achieve- 
ment of some immunity. Vaccine strains 
of all three types were provided by Dr. 
Albert Sabin from pools that had ful- 
filled his criteria for purity and attenu- 
ation. Because of the specific status of 


*Reprinted from Public Health Reports, March 
1960. This is a summary of a paper presented 
at the 87th annual meeting of the American 
Public Health Association and related organiza- 
tions, in Atlantic City, October 19-23, 1959. 
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immunity in the communities studied, 
only type 3 was used. 

No illness was observed to result from 
any of the infections. 

In his discussion of the results, Gel- 
fand observed that if these findings are 
confirmed by future experience, “con- 
cern with possible enhancement of the 
pathogenicity of the vaccine virus during 
human passage may be minimized.” At 
the same time, he saw little hope of con- 
ferring immunity to an entire population 
by the seeding of only a part. 

The failure of the vaccine strain to 
infect a larger proportion of the contact 
children he attributed in part to rela- 
tively low infectiousness of the vaccine 
strain, as compared with “wild” viruses, 
and in lesser degree to viral interference. 


Following are the criteria to be met be- 
fore any virus is incorporated into any 
polyvalent vaccine used to immunize 
widely: 

1. A clear demonstration that the virus 
causes the disease in question. 

2. The disease is followed by immunity. 

3. The virus can be grown in sufficient 
quantity to prepare a vaccine that effect- 
ively stimulates antibody. 

4. A positive correlation exists between 
the presence of antibodies and resistance 
to infection. 

5. Incidence of illness caused by the 
virus is great enough to warrant immuni- 
zation on a broad scale.—John H. Dingle, 
M.D., Public Health Reports, March 
1960. 
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Respond Rapidly to 
Antiseptic, Soothing 


URISED. 


SIMPLE, ACUTE or isolated infections of the urinary tract readily 
yield to the antibacterial-spasmolytic actions of URISED. 
Clinical reports indicate that acute cystitis or urethritis symptoms 
vanish within three days... urine clears within five to ten days. 
No side effects have been reported in three recent reports evaluat- 
ing URISED in over 200 cases. On the contrary, URISED is sooth- 
ing, relaxing to the urinary visceral muscles, 

URISED controls pain while normalizing urination and producing 
antisepsis. Each URIsEp tablet contains: atropine sulfate 1/2000 
gr., hyoscyamine 1/2000 gr., gelseemium, methenamine, methylene 


URISED is indicated in all simple urinary tract infections and in 
chronics as well. For generous starter prescription supplies for 
‘many patients just send this coupon! 
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“All my convalescent patients get an extra lift with ‘Beminal’ Forte” 


improve nutrition- 
accelerate 
recovery with 


EMINAL 


Ayerst Laboratories - New York 16, N. Y. * Montreal, Canada 


A single capsule provides 250 
mg. of vitamin C and massive 
doses of B factors to meet the 
need when requirements are high 
and reserves are low. Prescribe 
“Beminal? Forte during con- 
valescence, pre- and postopera- 
tively, and for patients on special 
diets to improve the prognosis 
and accelerate recovery. 


Supplied: No. 817 — Bottles of 100 
and 1,000 capsules. 


6013 


Among the great scourges that periodi- 
cally decimated the human race there 
are few that have not been forced to 


Reprinted from World Health, Jan.-Feb. 1960. 
This is the first of a series of articles on diseases 
of increasing importance in the modern world. 
Dr. Pierre Rentchnik, of the University Medical 
Clinic, Geneva, describes encouraging discov- 
eries that have reversed the defeatist philosophy 
and fear that formerly beset both doctor and 
patient in the face of cancer. 
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When will cancer be defeated?* 


Dr. Pierre Rentchnik 


yield to the attack of medical science. 
Leprosy, syphilis, tuberculosis, malaria 
and most other infectious diseases are 
all becoming less common; some of them 
will possibly disappear. 

However cancer continues to be a 
major preoccupation of medical science 
and the world in general, for this dis- 
ease raises a number of problems that 
are difficult to solve as long as the causa- 


tive agent is unknown. In the absence 
of specific treatment, that is to say treat- 
ment which directly attacks the cause in 
the same way that an antibiotic blocks 
the growth and spread of the causative 
organism of an infectious disease, the 
cancer campaign must be _ vigorously 
waged on several fronts: by statistical 
and epidemiological investigations, by 
propagating the idea of early detection, 
and by keeping the public fully informed 
of the current situation. 

Has cancer increased in frequency? 
Some forms are certainly commoner, 
partly because medical science has 
learned to diagnose them, and also be- 
cause the mean expectation of life has 
been extended by advances in public 
health and clinical medicine. 

As we know, the cells of the human 
body, under the influence of a regulating 
mechanism probably sited in the stem of 
the brain, are born, live, and die at a 
rate that varies according to the kind of 
tissue involved, the organ, certain excep- 
tional circumstances such as accidents, 
burns, etc., and finally, the age of the 
individual. When, as a result of dete- 
rioration of this regulating mechanism, 
the cell division rhythm is upset because 
of mechanical, physical, chemical or oth- 
er reasons in association with a factor X 
(which some people think is a virus), 
cell division may occur more rapidly and 
daughter cells arise which begin to form 
a tumour and live like parasites at the 
expense of healthy neighbouring cells. 
Some tumours will remain benign, in 
other words are strictly localized at the 
site where they arise, while others may 
become malignant by erupting into the 
blood stream, which carries the cancer 
cells to different organs, mainly the lungs 
and bones. This spread of cancer cells 
takes place according to laws as yet not 


elucidated. 


THE IMPORTANCE OF EARLY DETECTION 


What is the point of spreading knowl- 
edge about cancer more widely than in 
the past? The purpose is to attract the 
public’s attention to the fact that early 
diagnosis enables many lives to be saved. 
Nowadays, with a larger number of 
methods at our disposal, early diagnosis 
of a malignant tumour is possible if the 
patient is examined in time. This early 
diagnosis is of supreme importance, be- 
cause the time between the beginning 
of the tumour’s growth and the dissemi- 
nation of daughter cells (metastases) in 
the blood stream is, in most cases, rela- 
tively long, extending over several months 
and even years. 

During this period minor signs and 
symptoms may be of the greatest im- 
portance and should oblige the patient 
to go to a doctor. They include in- 
juries which show no tendency to heal, 
lumps and slight thickenings in the 
breast, unaccustomed loss of blood from 
any of the body orifices, constant diges- 
tive upsets or difficuties in swallowing, 
alternate bouts of constipation and diar- 
thoea with slight traces of blood in the 
stool, persistent cough or hoarseness, 
prostatic enlargement and repeated at- 
tacks of bronchitis. 
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Naturetin — reliable therapy in edema and 

hypertension — maintains a favorable uri- 

nary sodium-potassium excretion ratio .. « 

retains a balanced electrolytic pattern: 

*¢,.,. the increase in urinary output occurs 
promptly...’?? 

‘¢... the least likely to invoke a negative 
potassium balance...’’? 

‘¢.,..a dose of 5 mg. of Naturetin produces a 
maximal sodium loss.’’? 

*¢,,. an effective diuretic agent as manifested 
by the loss in weight ...’’* 

*¢,,.,.no apparent influence of clinical 
importance on the serum electrolytes 
or white blood count.’’* 

¢¢,,.no untoward reactions were attributed 
to the drug.’’* 

Although Naturetin causes the least serum 

potassium depletion as compared with other 

diuretics, supplementary potassium chloride in 

Naturetin ¢ K provides added protection when 

treating hypokalemia-prone patients; in con- 

ditions where likelihood of electrolyte imbal- 

ance is increased or during extended periods 

of therapy. 


References: 1. David, N..A.; Porter, G. A., and Gray, _ H.: 
2. Stenberg, E. S., Jr.; Benedetti, A., and Forsham, P. 


(Feb.) 1960. 5. Ira, G. H., Jr.; Shaw, D. ‘M., and 
6. Cohen, B. M.: M. Times, to be 7. 


12. Weiss, S.; Weiss, J., and Weiss, B. 


14. Kahn, hiss and Greenblatt, I. Op. cit. 2:15 (Dec.) 1959. 15. 


(Feb.) 1960. 


Monographs on Therapy 5:60 (Feb.) 1960. 
: Op. cit. 5:46 (Feb.) 1960. 3. Fuchs, M.; 
J. H., and Newman, B.E.: Op. cit. 5:55 aye 1960. 4. ‘ae, H. J. L., and Schamroth, L.: 
—_- M. D.: North Carolina M. J. 21: 19 (Jan.) 1960. 
. M., and Keyes, J. W.: Henry Ford Hosp. M. Bull. 
7:281 (Dec.) 1959. 8. Forsham, P. H.: Squibb Clin. Res. Noten ‘a8 (Dec.) 1959. 9. Larson, E.: Op. cit. 2:10 
@ee.) 1959. 10. Kirkendall, W. M.: — cit. 2:11 (Dec.) 1959. 11. Yu, P. N.: Op. cit. 2:12 (Dec.) 1959. 
: Op. cit, 2:13 (Dec.) 1959. 13. Moser, are cit. 2:13 (Dec.) 1959. 


Numerous clinical studies confirm the effec- 
tiveness''> of Naturetin as a diuretic and 
antihypertensive — usually in dosages of 5 
mg. per day. 

m= the most potent diuretic, mg. for mg.—more 
than 100 times as potent as chlorothiazide 
prolonged action —in excess of 18 hours 
maintains its efficacy as a diuretic and anti- 
hypertensive even after prolonged or increased 
dosage use & convenient once-a-day dosage — 
more economical for patients # low toxicity — 
few side effects—low sodium diets not necessary 
@ not contraindicated except in complete renal 
shutdown @ in hypertension—significant lower- 
ing of the blood pressure. Naturetin may be 
used alone or with other antihypertensive drugs 
in lowered doses. 

Supplied: Naturetin Tablets, 5 mg. (scored) 
and 2.5 mg. Naturetin ¢ K (5 ¢ 500) Tablets 
(capsule-shaped) containing 5 mg. benzydro- 
flumethiazide and 500 mg. potassium chloride. 
Naturetin € K (2.5 € 500) Tablets (capsule- 
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The doctor, by a blood test, exam- 
ination of the stool or x-rays, can study 
and watch the development of any one 
of these symptoms, perhaps detect a 
cancer at its very beginning, and, de- 
pending on the site, propose that it be 
treated by x-rays, cobalt bomb or sur- 
gery. These assertions, far from being 
imaginative, are solidly backed by sta- 
tistics. The campaigns for early detec- 
tion in the United States, the compulsory 
check-ups in the USSR, the organized ex- 
aminations in certain other countries 
have saved many patients’ lives through 
early diagnosis. 

Women particularly should undergo 
regular medical check-ups from the age 
of 30 or 35 on, so that any incipient 
malignant tumour of the breast or uterus 
can be detected and treated in good 
time. In the USSR, where the patient 
not only has the right but also the duty 
to be in good health, we were able to 
see, in the course of two visits in 1954 
and 1956, that the advanced stages of 
cancer of the uterus were unknown, for 
examination was compulsory, well or- 
ganized, and accepted by the women 
who were regarded not so much as 
members of the population but as active 
and productive elements of a factory, 
an administration, or an institute. 

The following statistics, published in 
the United States, show how the chances 
of cure depend on the early establish- 
ment of a diagnosis: 


Rate of cures where the 


diagnosis is 


early: late: 
cancer of the breast 78% 36% 
cancer of the uterus 70% 35% 
cancer of the lips 90% 15% 
cancer of the skin 95% 40% 
cancer of the rectum 40% 3% 
cancer of the bladder 55% 5% 
cancer of the large 
intestine 85% 14% 


ate a “cancerophobia.” Health educa- 
tion should therefore be continuous so 
that little by little scientific and techni- 
cal terms become familiar and do not 
create panic. At the present time edu- 
cation tends to be too piecemeal, and 
cancer is usually mentioned in connec- 
tion with the death of a politician or a 
film star. Then there is a wealth of 
more or less imaginary detail, and the 


People familiar with such statistics, 
published and commented upon by of- 
ficial medical institutions, are less fright- 
ened by the thought of cancer and are 
conscious of the need to undergo peri- 
odic check-ups in special centers. 

By laying the bogy of cancer through 
educating the public, the campaign for 
early detection and treatment can be 
more successful. It will never be known 
how many thousands of deaths have 
been caused by false modesty, shyness, 
the fallacies of popular medicine, or 
even fear, in people who went to the 
doctor too late. 

Medical associations have perhaps 
their share of responsibility here. They 
should play a more active part in the 
cancer campaign through the press, ra- 
dio, and television. A campaign con- 
ducted on a national scale should ob- 
viously be well organized so that the 
public will not be frightened by words 
or descriptions which overstep the 
bounds of reality and unnecessarily cre- 


general view is confirmed that the diag- 
nosis of cancer is equivalent to a death 
sentence. 


SHOULD PATIENTS BE TOLD? 


Should the patient in whom the doc- 
tor has found the beginnings of cancer 
be told about it? By tradition the doctor 
tends not to tell his patient when he 
has a disease of very doubtful prognosis: 
he holds the view that the patient, al- 
ready perhaps weakened by the disease, 
runs the risk of not being able to face 
the disclosure of the exact nature of his 
illness. We are not convinced that this 
is wise—and our view in this matter 
coincides with that of advanced Ameri- 
can medicine. The classical position 
typifies a certain passive attitude towards 
the fight against the scourges of society. 
The new generation of doctors tends to 
admit the right of the patient to know 
the truth, but feels that he must be told 
in a suitable way. The patient must be 
made to understand that he is dealing 
with someone who wants to put up a 
fight, not with a judge who is sentencing 


In asthma, hay fever, chronic 
bronchitis and related 
bronchial conditions .. . 
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him to treatment or to an operation as 
punishment. This is the view of Profes- 
sor Jean Bernard, who writes: “The 
most valuable, indeed the only, help is 
that given by those who try to under- 
stand, share, and bear the burden of 
their patient’s sufferings. The truth 
should sometimes be kept secret for a 
long time, sometimes disclosed at once, 
and sometimes—perhaps without any- 
thing being said in so many words— 
slowly communicated in the course of 
conversations.” 

In the United States, the word “can- 
cer” does not have the same overtones 
as it has in Europe. We had an oppor- 
tunity to visit the Anderson Hospital in 
Houston, Texas, which bears the name 
“Cancer Hospital” on the front. There 
we found a relaxed atmosphere and pa- 
tients who had confidence in the doctors, 
who discussed frankly the possibilities of 
cure. In Great Britain, doctors in Man- 
chester have for the past two years been 
studying the reactions of cancer patients, 
who had been told the nature of their 
illness: of the patients interrogated, only 
7% (and these, astonishingly, women) 
disapproved of patients being told the 
whole truth. In this enquiry it was 
shown that many patients were afraid 
of the term “cancer” because they did 
not realize that early detection would 
make cure possible. This British investi- 
gation is interesting because it shows 
that the public is ready to cooperate 
with the medical profession as long as 
the aims and possibilities of energetic 
action against cancer are explained by 
an information programme directed and 
organized by the medical profession it- 
self. At the conclusion of their enquiry 
the Manchester doctors decided that 
there were greater reserves of courage 
and resolution in the human mind than 
they had realized. 

By making an effort to educate the 
public and patients about cancer, we 
can little by little eliminate some of the 
taboos attached to certain terms, such 
as happened in the past with syphilis 
and tuberculosis, and thus bring about 
better cooperation between patient and 
doctor with a view to early diagnosis 
and treatment. Yet the truth should 
only be told to those who are capable 
of facing it, either because their faith or 
philosophy of life enables them to do 
so, or because their knowledge of medi- 
cal progress puts them on a par, for 
example, with the American patient. 


TREATMENT AVAILABLE TODAY 


At the First International Symposium 
on Anti-Infectious and Antimitotic 
Chemotherapy, held in Geneva on 12 
and 13 September 1959, Professors A. 
D. Karnofsky (New York), W. Dame- 
shek (Boston), J. Bernard (Paris) and 
L. Larionov (Moscow) described the 
treatment now available for different 
forms of cancer. By means of surgery, 
x-rays, the cobalt bomb, and various 
chemical substances, considerable, some- 
times definitive, results can be obtained 
in a whole range of cancers diagnosed 
early, even sometimes at a late stage. In 
the last ten years or so numerous cancer- 
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destroying methods have been tried, but 
doctors have often been held up by the 
excessively toxic effects of the substances 
used or by the danger of x-rays. Two 
new possibilities in the cancer campaign 
present themselves. The first consists of 
greater selectiveness through remote con- 
trol, the idea being to achieve carriage 
of anticancerous substances directly to 
the malignant cells alone, without harm- 
ing healthy cells, using a carrier that 
might be an antibody, hormone or anti- 
biotic. The bone marrow grafting done 
on the Yugoslav scientists is another 
pointer to progress. As is known, radio- 
therapy is of limited use in certain forms 
of cancer because of the danger of de- 
stroying the bone marrow centers by ex- 
cessive doses of x-rays. British workers 


removed the marrow before radiother- 
apy, froze it and replaced it after treat- 
ment with x-rays. The results obtained 
give rise to the hope that in this way 
x-ray treatment can be pressed further. 

These trials, and the results obtained 
so far, have altered the defeatist attitude 
that was still characteristic of the doctor 
as recently as ten years ago. We must 
think beyond the patient of today to the 
patient of tomorrow. The encouraging 
results hitherto achieved fully justify the 
world-wide enthusiasm for the cancer 
campaign. As has been said by late Dr. 
Cornelius P. Rhoads, Director of the 
Sloan-Kettering Institute, New York, the 
question is no longer whether cancer will 
be conquered, but when it will be con- 
quered. 


ANEMIA? 


sive treatments. 
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With the Baumanometer there is no chance 
of instrument error to question bloodpres- 
sure readings. Baumanometer accuracy is as 
unchanging as the force of gravity upon 


which it operates. 


With the Baumanometer, you can be sure 
that any changes in pressure are assignable to 
causes within the patient, not the instrument. 

Only the true mercury-gravity sphygmo- 
manometer can possibly offer permanent 
accuracy. It is the only type of instrument 
that proves out its own accuracy by return- 


ing to zero. 


Why have anything less than this com- 


plete assurance? 
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Model Bauma- 
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for bedside or 
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Relationships between 
medical and vocational 
aspects of rehabilitation* 


Frank H. 


Since assuming my new OVR post, I 
have been asked by a number of people 
to discuss what is being done and could 
be done to bring medical personnel into 


*Reprinted from Rehabilitation Record, Jan.- 
Feb. 1960. 


+Dr. Krusen is Special Assistant to the Director 
of the Office of Vocational Rehabilitation for 
Health and Medical Affairs. 
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closer contact with people and projects 
in vocational rehabilitation. 

In every organization there is a basic 
necessity for communication between the 
administrative and medical personnel on 
all levels—national, regional, State, and 
local. It is especially important that State 
and district administrative and medical 
staffs understand their responsibilities to 


each other and to the program in general, 

Not enough is being done now to help 
medical staffs, including those in State 
and local offices to understand fully their 
duties and responsibilities beyond a gen- 
eral knowledge of the philosophy and 
objectives of our program. 

More can be done to have the medical 
representatives promote a suitable liaison 
with the medical community in general 
and the local medical societies in particu- 
lar. The medical staff should be develop- 
ing working arrangements with local hos- 
pital clinics, rehabilitation centers, and 
private practitioners in order to explain 
the vocational rehabilitation program. 

Vocational counselors need to make 
maximal use of medical staffs in the 
evaluation of the disabilities of handi- 
capped persons, and there is a particular 
need to establish evaluation conferences 
between counselors and physicians on a 
regular scheduled basis. Specific times 
for such conferences should be estab- 
lished on at least a weekly basis. 

It is desirable, furthermore, to sched- 
ule regular conferences between the 
State director of vocational rehabilitation 
and the State medical consultant with 
local counselors and local medical staffs. 
Such conferences should be all inclusive, 
to permit discussion of general as well as 
specific problems. Vigorous efforts, there- 
fore, should now be made to coordinate 
the medical and psychiatric aspects of 
rehabilitation with the social and voca- 
tional aspects. 

One organization which is making 
such an effort is the Committee on Re- 
habilitation of the American Medical 
Association, of which I am chairman. In 
its initial report this committee said, 
“Stated in broad and simple terms, re- 
habilitation services provide the total 
medical care needed to restore the sick 
and injured to maximal obtainable func- 
tion; assist in psychological and social 
adjustment; provide occupational retrain- 
ing, if necessary; and either secure em- 
ployment, if possible, or at least strive 
to develop independence so that the in- 
dividual may become self-sustaining. 
Success in rehabilitation is dependent 
then, upon comprehensive care, includ- 
ing (1) medical and surgical diagnosis 
and treatment which must continue be- 
yond the end of the ‘acute’ stage of dis- 
ease or injury, to the point of maximal 
reduction of physical or mental disability, 
(2) social service, (3) vocational re- 
training and counseling, and (4) job 
placement.” 

Among the objectives which this com- 
mittee has set for itself are: studying 
the problems and interrelationships of 
the medical, social, educational and 
vocational aspects of rehabilitation; in- 
forming the medical profession of the 
availability of information regarding re- 
habilitation; collecting information con- 
cerning the establishment of rehabilita- 
tion programs, their organization, 
methods of operation, and utilization by 
physician and patient; and encouraging 
medical society interest and programs in 
rehabilitation. 

When elected president of the World 
Health Organization, in 1958, Dr. Leroy 
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E. Burney, Surgeon General, U.S. Public 
Health Service, said: 

“For every child who is today saved 
from dysentery, we will have an adult 
who may eventually acquire a chronic 
illness. For every young worker who is 
today spared from premature death from 
malaria, we will have an older person 
who may develop one of the diseases of 
later life. . . . It is our responsibility to 
do everything we can to assure that these 
lives which are to be spared and length- 
ened are rewarding and productive. .. . 

“As we consider the needs of the con- 
valescent, the disabled, the amputee, the 
aged, we find that rehabilitation assumes 
a special importance. It provides an 
example of the complexity of modern 
problems. By rehabilitation, I mean the 
restoration of handicapped persons to the 
fullest physical, social, and economic 
usefulness of which they are capable. 
... After treatment must come rehabili- 
tation, with the aim of enabling the 
patient to get back on his feet as soon 
as possible, to recapture lost skills, to 
begin to take care of himself again, to 
go back to work. Where these things 
are achieved, rehabilitation is successful, 
and the individual is restored to inde- 
pendence and self-respect. Only with 
these does he enjoy genuine health. . . . 

“It is clear that rehabilitation is not 
solely a medical problem, nor can it be 
achieved only through the use of health 
resources and skills. Also involved are 
other services—occupational, welfare, so- 
cial, and educational.” 

It is obvious that physicians as repre- 
sented by the Committee on Rehabilita- 
tion of the American Medical Association, 
and by the Surgeon General of the Pub- 
lic Health Service, recognize that total 
rehabilitation of the handicapped must 
be a cooperative interdisciplinary effort. 
To discuss the ways in which physicians 
can be brought into closer contact with 
the other disciplines involved in the com- 
plete rehabilitation of handicapped per- 
sons, it is essential that we adopt a 
definition which clearly states what we 
mean by rehabilitation of handicapped 
persons. I believe that the definition 
adopted by the President’s Commission 
on the Health Needs of the Nation is a 
satisfactory one: “the restoration . . . of 
handicapped individuals to the fullest 
physical, mental, social and economic 
usefulness of which they are capable, 
including ordinary treatment, and treat- 
ment in special rehabilitation centers.” 

Not only are many disciplines involved 
in the total rehabilitation of handicapped 
American citizens, but many departments 
of our Federal, State, and local govern- 
ments are also involved to some degree. 
These include departments of education, 
independent rehabilitation agencies, pub- 
lic health and welfare, agencies for the 
blind and the aged, and the various chil- 
dren’s bureaus, to name but a few. 
Likewise, many voluntary agencies are 
concerned with various phases or reha- 
bilitation of the handicapped and with 
various disabling diseases. 

Following World War I, boards of vo- 
cational education were perhaps first in 
the field of rehabilitation when they de- 
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veloped limited programs for the special 
education of certain handicapped indi- 
viduals. Those of us who are in the 
health field, and I suspect those who 
are in the welfare field, are willing to 
concede that we may well be looked 
upon by educators as “Johnny-come-late- 
lys” in the rehabilitation effort. I also 
sense a growing desire for mutual under- 
standing between medically and psychi- 
atrically oriented rehabilitation workers 
on the one hand, and social, vocational, 
and educational rehabilitation workers on 
the other. 


DIFFERENCES BEING RESOLVED 
Obviously, with so many disciplines, 


governmental departments, and volun- 
tary agencies involved, jurisdictional 
disputes have arisen all along the line. 
Happily, such differences are gradually 
being resolved and the proper role of 
each discipline as related to the total 
effort is slowly being defined. There is 
great need for the representatives of each 
discipline to exhibit tolerance and under- 
standing toward the viewpoint of the 
representatives of each of the other dis- 
ciplines; and for all persons concerned 
with rehabilitation to be willing to co- 
operate. We must continue to strive to 
integrate and coordinate our activities. 
It should be remembered at all times 
by all the disciplines involved that the 
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program should be oriented always to 
the handicapped person and his needs. 
The various aspects of rehabilitation can- 
not be looked upon as separate entities 
because rehabilitation is a total or single 
process. For example, we should not 
think of medical rehabilitation as sepa- 
rate from vocational rehabilitation, but 
we should think of each as one aspect 
of the total rehabilitation process. Ac- 
tually, medicine is concerned with the 
prevention and treatment of physical and 
mental diseases and disabilities, and with 
social maladjustments. Education, on the 
other hand, is concerned primarily with 


A-206 


mental, social, vocational, and economic 
aspects of disease and disability. There 
is, of course, some overlapping of in- 
terest and what we are really seeking is 
a marriage of medicine and education in 
conjunction with the total rehabilitation 
of handicapped persons. 

Because of the tremendous national 
and international interest in rehabilita- 
tion as a mass humanitarian endeavor, 
there has been an unfortunate tendency 
for professional groups, and for many 
individuals, to assume that they know all 
there is to know about rehabilitation, to 
set themselves up as experts in rehabili- 


tion, and to assume that the very small 
segment of rehabilitation with which 
they are concerned is the whole of re- 
habilitation. 

Actually, however, each group which 
is really qualified to handle any one of 
the four major phases of rehabilitation— 
physical, psychological, social or voca- 
tional—has developed a body of knowl- 
edge and programs for employing such 
knowledge, and has trained experts who 
have obtained such knowledge and can 
apply it properly. These are the quali- 
fied specialists who can carry on the 
business of rehabilitation in truly effec- 
tive fashion. Good rehabilitation is not 
a field for tyros. While rehabilitation 
should be everybody’s interest, it cannot 
be everybody’s business. 

Qualified teachers and well-structured 
departments in our schools of medicine, 
and in our departments of psychology, 
social sciences, and education must first 
provide the training and develop the re- 
search in each of the four phases of 
rehabilitation. Once this has been ac- 
complished, the personnel trained in 
such departments must carry on the 
business of rehabilitation in the physical, 
psychological, social, and vocational 
fields. 

These trained persons in the various 
disciplines should be working closely to- 
gether, each group realizing its own limi- 
tations and its responsibilities as com- 
pared with the other disciplines involved. 
The physician specialist in rehabilitation, 
for example, should not try to become 
an educational psychologist or a voca- 
tional counselor, but conversely I also 
believe that the vocational counselor or 
educational psychologist should not try 
to become a physician specialist in reha- 
bilitation. 

I am strongly of the belief that a well- 
organized Division of Health and Medi- 
cal Activities in the Office of Vocational 
Rehabilitation can play a major role in 
developing interdisciplinary understand- 
ing because, as Miss Mary E. Switzer 
said to me when I accepted my present 
post, “In the ultimate, we are all work- 
ing for one major objective—the welfare 
of the handicapped people of this Na- 
tion.” If we can advance the welfare 
of all disabled citizens at the Federal 
level, we can, within the present organi- 
zational structure, achieve in a very 
unique way one of the greatest com- 
bined health and social advances of our 
time. 

It is obvious that we must endeavor 
to coordinate the physical, psychological, 
social, and vocational aspects of rehabili- 
tation of every seriously handicapped 
person. This can best be a¢complished, 
in my opinion, at the Federal level by: 

(1) Developing, under the newly es- 
tablished health and medical activities 
program in the Office of Vocational Re- 
habilitation, a promotion of correlation 
of the physical and mental aspects of 
rehabilitation of disabled persons with 
the social and vocational aspects of re- 
habilitation of such persons. This should 
be readily achieved as the assistant direc- 
tor for health and medical activities 
works closely with the assistant directors 
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the pain. 


Relieves the pain that causes 
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DOSAGE: 2 or more tablets q.i.d. after 
meals and at bedtime. 
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in the other parts of OVR in Washing- 
ton and in the regional offices. 

(2) Strengthening liaison between the 
‘Office of Vocational Rehabilitation and 
the U.S. Public Health Service in the 
central offices in Washington, D.C., and 
at the regional level. A committee of 
representatives of both agencies has been 
established to discover what is being 
done in medical rehabilitation in the 
various States, and to help the States 
through their departments of health, to 
organize medical rehabilitation projects. 

(3) Developing a program of intra- 
mural basic research in physical rehabili- 
tation at the National Institutes of 
Health. 
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(4) Keeping the OVR training and 
research grant programs in rehabilita- 
tion well-balanced and structured so that 
they can provide support for all four 
aspects of rehabilitation—the physical, 
psychological, social and vocational. 

If such a program can be developed 
properly, centrally and regionally, it is 
to be hoped then that eventually similar 
planning can be considered in the States 
and their subdivisions. Cooperative ef- 
fort, tolerance, friendly understanding, 
and a willingness to see the other man’s 
viewpoint must be the keynotes in these 
attempts to bring the personnel involved 
in the various phases of total rehabilita- 
tion into close collaboration. 


on Aging* 
Joseph M. LaRoccat* 


How adequately are we serving our mid- 
dle-aged and older disabled people? How 
many are there in each of our home 
communities and in the Nation? Will 
there be more or fewer in the next dec- 
ade? What is the nature of their dis- 
abilities? Are our rehabilitation resources 
and programs adequate to our present 
and future needs? How do we go about 
bolstering our local, State and national 
rehabilitation efforts? 

These and many more questions will 
be raised at the White House Conference 
on Aging in January 1961, as our Nation 
seeks ways to replace deterioration and 
dependency in the later years of life 
with independence and dignity—indeed 
to give life itself to those later or added 
years which our high standard of living 
assures most Americans. 

All over the Nation a wide variety of 
activities is taking place daily, dealing 
with the social, economic, and cultural 
implications of the shifts in the age com- 
position of our growing population. These 
range from geriatric institutes in our uni- 
versities to discussions in social science 
classes in high schools, and in elemen- 
tary schools; from local community sur- 
veys to statewide surveys; from local 
conferences to regional and national con- 
ferences. 

The spark that has fired this nation- 
wide movement is the White House Con- 
ference on Aging Act, passed by the 
Congress, and signed by President Eisen- 
hower into law September 2, 1958. 

This Act authorizes immediate action 
in improving and developing programs to 
(1) assure middle-aged and older per- 
sons equal opportunity in gainful em- 
ployment; (2) enable retired persons to 
enjoy incomes sufficient for health and 
participation in family and community 
life as self-respecting citizens; (3) pro- 
vide housing suited to the needs of older 
persons at prices they can afford to pay; 
(4) assist middle-aged and older persons 
to make preparation and develop skills 
and interests, find social contacts which 
will make the gift of added years of life 
a period of reward and satisfaction, and 
avoid unnecessary social costs of prema- 
ture deterioration and disability; (5) step 
up research designed to relieve old age 
of its burdens of sickness, mental break- 
down, and social ostracism. 

The Act further provides for the White 
House Conference on Aging, which will 
bring together representatives of Fed- 


°Reprinted from Rehabilitation Record, Jan.- 
Feb. 1960. 

+Mr. LaRocca is Consultant, White House Con- 
ference on Aging, Office of Vocational Rehabili- 
tation. 
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eral, State, and local governments, pro- 
fessional and lay people who are working 
in the field of aging, and of the general 
public, including older persons them- 
selves. 

What can and should we in the field 
of rehabilitation do that will enable our 
Nation to take advantage of the expe- 
rience and skills of the disabled middle- 
aged and older people in our population? 
What can we do to help create an en- 
vironment in which these people can 
realize their maximum potentials as nor- 
mal, secure, and useful members of 
American society? Let us look first at 
the size and scope of our job. 

Among the most obvious facts of the 
American population are its expanding 
proportion of middle-aged and aged peo- 
ple, and the increase in chronic disease 
or disabilities which becomes most ap- 
parent in the older age groups. 

Fifty million people in the Nation are 
age 45 or more. Fifteen and one-half 
million, or one-twelfth of the population 
are 65 or more. It is estimated that by 
1980, some 68,400,000 of our population 
will be age 45 or more and that 22,000,- 
000 of them will be 65 years of age and 
over. 

National estimates in 1958 indicated 
that more than 5,000,000 people in this 
country age 45 and over had been dis- 
abled for more than 3 months. The Of- 
fice of Vocational Rehabilitation  esti- 
mates that approximately one and one- 
half million of these long-term disabled 
people would be feasible for vocational 
rehabilitation services; that is, they 
would need, could benefit from, and 
would want such services in order to re- 
turn to work. About 115,000 are 65 years 
of age and over. These one and one-half 
million people have a chronic disease or 
physical or mental impairment that con- 
stitutes a substantial handicap to em- 
ployment. Their disabilities are long 
term rather than temporary in nature; 
yet their conditions are not so serious or 
of such a nature that there is little 
chance to rehabilitate them for work. 

The remaining three and one-half mil- 
lion of the 5,000,000 long-term disabled, 
age 45 and over, do not want or are too 
severely handicapped to benefit from vo- 
cational rehabilitation services. It is not 
possible to estimate with any exactitude 
the number of these people who could 
benefit from rehabilitation services which 
would enable them to meet, without as- 
sistance, the normal demands of daily 
living: dressing themselves, feeding them- 
selves, taking care of their other personal 
needs, and participating in family and 
community activities. However, it is as- 
sumed that a very substantial number of 
this group could achieve either full or a 
greater degree of independence in meet- 
ing their daily living needs and in en- 
gaging in social activities if they were 
given the opportunity to receive rehabili- 
tation services. 


DISEASES AFFECTING AGING PEOPLE 


Certain chronic illnesses are more 
prevalent among aging persons than 
among younger people. These include 
diseases of the heart and other cardio- 
vascular diseases, arthritis and rheuma- 
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tism, cancer, orthopedic impairments, 
mental illness, loss of hearing, loss of 
vision, and genitourinary diseases. No 
two people react in the same way to the 
same disease; these diseases therefore af- 
fect aging people and limit their activi- 
ties to different degrees and in different 
ways. Some older persons are so com- 
pletely incapacitated as to require insti- 
tutional care, and from 5 to 6 percent of 
the 15 million people over 65 are in in- 
stitutions. 

Diseases of the heart and other cardio- 
vascular diseases are responsible for most 
of the disability among the aging. It is 
estimated that there are over a million 
hemiplegics in this country, the majority 
of whom are men, 50 years of age and 
over. Many also have aphasia. 

The incidence of mental illness in- 
creases with age. Persons 65 and over 


were only about 8 percent of the popula- 
tion of the Nation in 1950, but they con- 
stituted about 25 per cent of the patients 
in mental hospitals. 

Arthritis incapacitates many aging 
people. Dr. Edward Lowman states: 

“Arthritis is a merciless disease, the 
worst forms of which strike in the prime 
of manhood or womanhood, having not 
the virulence to kill but only to cripple, 
disable, and wrack with pain. . . . Arthri- 
tis, with its low mortality, may be ex- 
pected in the years ahead to increase in 
incidence and to swell the ranks of those 
unfortunate enough to be afflicted and 
disabled by chronic disease.” 

Available estimates of the deaf and the 
partially deaf in the United States in 
1953 indicated that the deaf who were 
45 years of age and over numbered 105,- 
000 or 56 percent of all deaf. The hard 
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of hearing who were 45 and over num- 
bered 1,700,000 or 80 percent of all so 
afflicted. In sharp contrast, only 22 per- 
cent of the total population were 45 
years of age or more. 

Most estimates of blindness indicate 
that at least two-thirds of the 350,000 
blind persons in the Nation are 45 years 
of age and over. Cataract, glaucoma, and 
other eye diseases occur most frequently 
among older persons. Since the number 
of older people in our population is in- 
creasing, the rate of blindness as well as 
the number of blind persons is now in- 
creasing. 

Very substantial advances have been 
made and are being made in the voca- 
tional rehabilitation of the middle-aged 
and older disabled person. The principal 
contributing factors to these advances 
have been greater emphasis by State and 
voluntary rehabilitation agencies in serv- 
ing older disabled persons and the spend- 
ing of more funds upon them; the exten- 
sion of research and demonstration of 
new techniques for the rehabilitation of 
older disabled workers; and increased 
skill and facility by professional staff in 
meeting the employment needs of this 
group. 

Since 1945, there has been a steady 
increase each year both in the numbers 
of older disabled individuals rehabilitat- 
ed into gainful employment and in the 
percent which this group constitutes of 
the total. In 1945, 8,344 disabled per- 
sons 45 years of age and older were re- 
habilitated into gainful employment in 


the State-Federal vocational rehabilita- 
tion program. This represented 17.5 per- 
cent of the total rehabilitated that year. 
In 1950, 14,127, almost twice that 1945 
number, were rehabilitated, representing 
23.8 percent of the total rehabilitated 
that year. In the fiscal year 1958, 22,787 
disabled individuals 45 years of age and 
older were rehabilitated, representing 
30.7 percent of the total. 

National statistics showing the number 
of older disabled people rehabilitated in- 
to gainful employment by voluntary 
agencies are not available, but reports 
of individual agencies have indicated at 
least a comparable percentage gain. 

Expenditures on behalf of the aging 
have also risen. In 1955 the total re- 
habilitation expenditures of the State 
agencies were $38,630,000, of which 
$8,988,000 was spent for the rehabilita- 
tion of disabled clients over 45 years of 
age. In 1958 these figures had risen to 
$63,727,000 and $17,639,000, respec- 
tively. 

Because older disabled workers present 
very serious problems in rehabilitation 
which will become of even greater im- 
port and magnitude in the future, a con- 
siderable portion of the research and 
demonstration funds available under the 
Vocational Rehabilitation Act is being 
devoted to this group. Thirty-five of the 
300 approved projects are concerned 
with the older disabled worker, repre- 
senting an investment of $2.5 million in 
Federal funds and $1.5 million in spon- 
sors’ funds. Most agencies undertaking 


research and demonstration are voluntary 
agencies. All projects hold great promise 
of developing and exhibiting new meth- 
ods and techniques for evaluating the 
work potential of the older disabled per- 
son. 

Also, in line with the trend toward a 
higher proportion of older disabled per- 
sons in the vocational rehabilitation case- 
loads, more of the vocational rehabilita- 
tion training resources are being devoted 
to increasing the proficiency of rehabili- 
tation personnel in relation to the older 
disabled worker. Training funds have 
been used to sponsor special institutes in 
geriatric rehabilitation and other aspects 
of services to our senior citizens. 

Despite the very substantial gains that 
have been made in the past few years in 
serving older disabled workers, the pace 
of this progress has been more than off- 
set by the growth in the number of aging 
people who are becoming disabled. Prog- 
ress, therefore, must be stepped up. 

Public and private rehabilitation pro- 
grams in the Nation need greater finan- 
cial support. True, money alone will 
not solve the problem of neglected dis- 
ability in this country among our dis- 
abled people 45 years of age and over. 
Nevertheless, the problem never will be 
solved without the financial resources 
for providing the services which are so 
urgently needed. 

Personnel shortages are severe in all 
of the professional fields which serve dis- 
abled people. Rehabilitation programs in 
hospitals, rehabilitation centers, State vo- 
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cational rehabilitation agencies and other 
programs for the handicapped have ex- 
perienced persistent difficulties in their 
efforts to expand services because of the 
lack of trained personnel. Qualified 
teaching personnel for professional train- 
ing programs also are in short supply. 
Furthermore, research efforts are con- 
stantly impeded because of the lack of 
trained personnel with a knowledge of 
rehabilitation. 


INSUFFICIENT FACILITIES, WORKSHOPS 


Currently, the total number of reha- 
bilitation facilities and workshops is in- 
adequate to meet the needs of the handi- 
capped. These facilities and workshops 
are indispensable tools to our modern re- 
habilitation processes. They provide the 
means for evaluating, treating, and train- 
ing the severely disabled who otherwise 
could not be effectively rehabilitated. 

There is need for change by the public 
from a negative to -a positive attitude 
toward chronic illness and disability. It 
is basic to obtaining the funds, the pro- 
fessional personnel, the facilities, and the 
rehabilitation programs that aging dis- 
abled people need in order to be restored 
to more useful lives. 

The White House Conference on Ag- 
ing and all of the local and State activi- 
ties that will precede this Conference 
offer rehabilitation workers unparalleled 
opportunities for strengthening, improv- 
ing, and expanding further our rehabili- 
tation efforts and resources. Some of the 
things we can do to this end are: 

1. Take an active part in seeing that 
our State and local commissions on aging 
have rehabilitation subcommittees; 

2. Participate in the activities of these 
commissions and the rehabilitation sub- 
committees; 

3. Participate in State and local sur- 
veys on aging; 

4. Have readily available information 
on the vocational rehabilitation needs of 
middle-aged and older disabled persons, 
and how these needs are being met; 

5. Present to the State and local plan- 
ning bodies on aging the facts and find- 
ings in the rehabilitation area that we 
have; 

6. Call attention to research, demon- 
stration, and specialized activities which 
may be going on in the rehabilitation of 
the older disabled worker, which point 
the way to improved and extended serv- 
ices to this group and which indicate 
what is needed for broader application 
of these activities; 

7. Experiment with new and different 
approaches in serving the older disabled 
worker. These people and their needs 
are as individual as any other group. 

The findings and recommendations 
that will be deliberated and acted upon 
at the White House Conference on Ag- 
ing will be those that are developed in 
community and State conferences on ag- 
ing. Only the active and direct participa- 
tion of rehabilitation workers in these 
conferences will assure that proper rec- 
ommendations in the rehabilitation field 
are made and that rehabilitation has the 
prominent place in the White House 
Conference on Aging that it should have. 
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Books received for review during the pe- 
riod from March 5 to April 5 are listed 
below. Reviews will be published as space 
permits. 


PRACTICAL NEUROLOGICAL DIAGNO- 
SIS. With Special Reference to the Problems of 
Neurosurgery. By R. Glen Spurling, M.D., Pro- 
fessor of Neurosurgery, University of Louisville 
School of Medicine, Louisville, Kentucky. Ed. 
6. Cloth. Pp. 284, with illustrations. Price 
$6.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1960. 


COSMETIC SURGERY. Principles and Prac- 
tice. By Samuel Fomon, M.D., Director of 
Plastic Surgery, Manhattan General Hospital, 
New York, N.Y.; Consultant in Plastic Surgery, 
St. Joseph’s Hospital, New York; Consultant in 
Plastic and Reconstructive Surgery, Linden Gen- 
eral Hospital, N.Y.; Director of American Acad- 
emy of Plastic Surgery for Head and Neck, 
New York; Honorary President, The American 
Otorhinologic Society for Plastic Surgery. Cloth. 
Pp. 651, with illustrations. Price $27.50. J. B. 
Lippincott Company, East Washington Square, 
Philadelphia 5, 1960. 


RECENT ADVANCES IN SURGERY. Edit- 
ed by Selwyn Taylor, D.M., M.Ch., F.R.C.S., 
Surgeon, King’s College Hospital and Belgrave 
Hospital for Children, London; Surgeon, Ham- 
mersmith Hospital and Lecturer in Surgery at 
the Postgraduate Medical School of London. 
Ed. 5. Cloth. Pp. 500, with illustrations. Price 
$13.00. Little, Brown and Company, 34 Bea- 
con Street, Boston, 1959. 


X-RAY TECHNOLOGY. By Charles A. Ja- 
cobi, B.Sc., R.T. (A.R.X.T.), M.T. (A.S.C.P.), 
Chairman, Medical X-Ray Technology, Oregon 
Technical Institute, Oretech Branch, Klamath 
Falls, Oregon; Chairman, Education Committee, 
Oregon Society of X-Ray Technicians; Chair- 
man, Education Committee, Northwest Confer- 
ence of X-Ray Technicians; formerly Chief 
X-Ray and Medical Technologist, Medical Serv- 
ices Division, Atomic Energy Commission, Na- 
tional Reactor Testing Station, Idaho Falls, 
Idaho; and Donald E. Hagen, R.T. (A.R.X.T.), 
Technical Supervisor for C. Todd Jessell, M.D., 
and George R. Satterwhite, M.D., Radiologists, 
Portland, Oregon; formerly Instructor, Medical 
X-Ray Technology, Oregon Technical Institute, 
Oretech Branch, Klamath Falls, Oregon. Ed. 2. 
Cloth. Pp. 453, with illustrations. Price $10.00. 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis, 1960. 


ENZYMES IN HEALTH AND DISEASE. 
Edited by David M. Greenberg, Ph.D., Pro- 
fessor of Biochemistry and Chairman of the De- 
partment, University of California School of 
Medicine, San Frar.cisco; and Harold A. Harper, 
Ph.D., Professor of Biochemistry, University of 
California School of Medicine, San Francisco. 
Cloth. Pp. 459, with illustrations. Price $14.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


Ciba Foundation Tenth Anniversary Sympo- 
sium on SIGNIFICANT TRENDS IN MEDI- 
CAL RESEARCH. Editors for the Ciba Foun- 
dation: G. E. W. Wolstenholme, O.B.E.; Cecilia 
M. O’Connor, B.Sc.; and Maeve O’Connor, B.A. 
Cloth. Pp. 356, with illustrations. Price $9.50. 
Little, Brown and Company, 34 Beacon Street, 
Boston 6, 1960. 


CHRISTOPHER’S TEXTBOOK OF SUR- 
GERY. Edited by Loyal Davis, M.D., Chairman 
of the Department of Surgery, Northwestern 
University Medical School. Ed. 7. Cloth. Pp. 
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Columbus, Indiana 


1551, with illustrations. Price $17.00. W. B. 
Saunders Company, West Washington Square, 
Philadelphia 5, 1960. 


INFANT FOODS AND FEEDING PRAC- 
TICE. By Herman Frederic Meyer, A.B., M.D., 
(F.A.C.P., F.A.A.P) Associate Professor, De- 
partment of Pediatrics, Northwestern University 
Medical School; Associate Attending Physician, 
Children’s Memorial Hospital; Consultant in 
Pediatrics, Swedish Covenant Hospital, Chicago, 
Illinois; Courtesy Attending Physician, Pedi- 
atrics, Evanston Hospital and St. Francis Hos- 
pital, Evanston, Illinois. Cloth. Pp. 332, with 
illustrations. Price $9.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


A TEXTBOOK OF GYNECOLOGY. By La- 
man A. Gray, M.D., F.A.C.S., F.A.C.O.G., As- 
sociate Professor of Obstetrics and Gynecology, 
University of Louisville Medical School, Louis- 
ville, Kentucky. Cloth. Pp. 470, with illustra- 
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tions. Price $15.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


THE LOW SODIUM, FAT-CONTROLLED 
COOKBOOK. By Alma Smith Payne, M.A., for- 
mer Supervisor, Berkeley (California) Public 
Schools; and Dorothy Callahan, B.S., former 
Research Dietitian, Massachusetts General Hos- 
pital. Cloth. Pp. 465, with illustrations. Price 
$4.75. Little, Brown and Company, 34 Beacon 
Street, Boston 6, 1960. 


PRINCIPLES OF PUBLIC HEALTH AD- 
MINISTRATION. By John J. Hanlon, M.S., 
M.D., M.P.H., Director of Public Health Serv- 
ices, City of Philadelphia; and Professor and 
Head, Department of Preventive Medicine and 
Public Health, Temple University School of 
Medicine, Philadelphia, Pa. Ed. 3. Cloth. Pp. 
714. Price $10.50. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis, 
1960. 


THE BIOCHEMICAL RESPONSE TO IN- 
JURY. A Symposium organized by The Council 
for International Organizations of Medical Sci- 
ences, Established under the joint auspices of 
UNESCO and WHO. Edited by H. B. Stoner 
with the assistance of C. J. Threlfall, The Texi- 
cology Research Unit, Medical Research Council 
Laboratories, Carshalton. Cloth. Pp. 467, with 
illustrations. Price $12.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


ANATOMY. A Regional Study of Human 
Structure. By Ernest Gardner, M.D., Wayne 
State University; Donald J. Gray, Ph.D., Stan- 
ford University; and Ronan O’Rahilly, M.Sc., 
M.D., Wayne State University. Cloth. Pp. 999, 
with illustrations. Price $15.00. W. B. Saun- 
ders Company, West Washington Square, Phila- 
delphia 5, 1960. 


CANCER OF THE CERVIX. Diagnosis of 
Early Forms. CIBA Foundation Study Group 
No. 3. Edited by G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., M.R.C.P.; and Maeve 
O’Connor, B.A. Cloth. Pp. 114, with illustra- 
tions. Price $2.50. Little, Brown and Com- 
pany, 34 Beacon Street, Boston 6, 1959. 


HISTOPLASMOSIS. Edited by Henry C, 
Sweany, M.D., Missouri State Sanatorium, 
Mount Vernon, Missouri. Cloth. Pp. 538, with 
illustrations. Price $14.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


TYPICAL GYNECOLOGIC OPERATIONS. 
With Special Consideration of Technical Ad- 
vantages. By Dr. Siegfried Tapfer, in Charge 
of the University Clinic for Gynecology and 
Obstetrics, Innsbruck, Tirol, Austria. Cloth. Pp. 
81, with illustrations. Price $9.00. J. B. Lip- 
pincott Company, East Washington Square, 
Philadelphia 5, 1960. 


PRINCIPLES OF ORTHOPAEDIC SUR- 
GERY. By Paul C. Colonna, M.D., Professor 
of Orthopaedic Surgery, Emeritus, University 
of Pennsylvania Medical School. Revised Edi- 
tion. Cloth. Pp. 799, with illustrations. Price 
$22.00. Little, Brown & Company, 34 Beacon 
Street, Boston, 1960. 


CLINICAL MEDICINE AND THE PSY- 
CHOTIC PATIENT. By Otto F. Ehrentheil, 
M.D., Physician, Veterans Administration Hos- 
pital, Bedford, Massachusetts; Clinical Instructor 
in Medicine, Tufts University School of Medi- 
cine; and Walter E. Marchand, M.D., Chief, 
Medical and Surgical Service, Veterans Admin- 
istration Hospital, Bedford, Massachusetts. Cloth. 
Pp. 383, with illustrations. Price $10.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


Ciba Foundation Colloquia on Ageing. THE 
LIFESPAN OF ANIMALS. Volume 5. Editors 
for the Ciba Foundation: G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., M.R.C.P.; and 
Maeve O’Connor, B.A. Cloth. Pp. 370, with 
illustrations, and Cumulative Index to Volumes 
1-5. Price $9.50. Little, Brown and Company, 
34 Beacon Street, Boston, 1960. 


CARTER’S MICROBIOLOGY AND PATH- 
OLOGY. By Alice Lorraine Smith, A.B., M.D., 
Pathologist, J. K. and Susie L. Wadley Research 
Institute and Blood Bank, Dallas, Texas; Pro- 
fessor of Pathology, Graduate Research Institute 
of Baylor University, Dallas, Texas; Associate 
Professor of Pathology, Baylor University Col- 
lege of Dentistry, Dallas, Texas; Clinical Asso- 
ciate Professor of Pathology, The University of 
Texas Southwestern Medical School, Dallas, 
Texas; Assistant Professor of Microbiology, De- 
partment of Nursing, Sacred Heart Dominican 
College and St. Joseph’s Hospital, Houston, 
Texas; formerly Instructor in Microbiology and 
Pathology, Parkland Hospital School of Nursing, 
Dallas, Texas. Ed. 7. Cloth. Pp. 742, with il- 


lustrations. Price $7.50. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis, 1960. 


PRACTICAL PROCTOLOGY. By Louis A. 
Buie, Sr., M.D., F.A.C.S., Emeritus Member, 
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Section of Proctology, Mayo Clinic; and Emeri- 
tus Professor of Proctology, Mayo Foundation, 
Graduate School, University of Minnesota, 
Rochester, Minnesota. Ed. 2. Cloth. Pp. 737, 
with illustrations. Price $22.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


NEWER VIRUS DISEASES. Clinical Differ- 
entiation of Acute Respiratory Infections. By 
John M. Adams, M.D., Ph.D., Professor and 
Chairman, Department of Pediatrics, School of 
Medicine, University of California at Los An- 
geles. Cloth. Pp. 292, with illustrations. Price 
$5.75. The Macmillan Company, 60 Fifth Ave- 
nue, New York 11, 1960. 


Ciba Foundation Symposium Jointly with 
The International Union of Biological Sciences 
on BIOCHEMISTRY OF HUMAN GENETICS. 
Editors for the Ciba Foundation: G. E. W. 
Wolstenholme, O.B.E., M.A., M.B., M.R.C.P.; 
and Cecilia M. O’Connor, B.Sc. Cloth. Pp. 
347, with illustrations. Price $9.50. Little, 
Brown and Company, 34 Beacon Street, Boston, 
1960. 


YOUR ACHING BACK and what you can do 
about it. By David Shuman, D.O., Past Presi- 
dent, Philadelphia County Osteopathic Society; 
Head of Department of Osteopathic Therapeu- 
tics, Juniata Park Medical Center; Secretary of 
Osteopathic College of Joint Sclerotherapy; 
Member of Board of Directors of Blue Cross; 
and George R. Staab of the Philadelphia Eve- 
ning Bulletin Staff. Cloth. Pp. 216, with illus- 
trations. Price $3.95. Crown Publishers, 419 
Fourth Avenue, New York, 1960. 


DR. SCHMIDT’S BABY NAME FINDER. 
By J. E. Schmidt, Ph.B.S., M.D., Litt.D., Presi- 
dent, The American Society of Grammatolators; 
Chairman, National Association on Standard 
Medical Vocabulary. Cloth. Pp. 390, with il- 
lustrations. Price $10.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


DIABETES. Edited by Robert H. Williams, 
M.D., Executive Officer and Professor of Medi- 
cine, University of Washington; Physician-in- 
Chief, University Hospital, Seattle. Cloth. Pp. 
793, with illustrations. Price $20.00. Paul B. 
Hoeber, Inc., 49 East 33rd Street, New York, 
1960. 


LES MANIPULATIONS VERTEBRALES. 
By Robert Maigne. Cloth. Pp. 246, with illus- 
trations. Expansion Scientifique Francaise, 15, 
rue St-Benoit, Paris, 1960. 


STUDIES ON VERTEBRATE NEURO- 
GENESIS. By Professor Santiago Ramon Y 
Cajal, Faculty of Medicine, University of Ma- 
drid. Translated by Lloyd MD., Na- 
tional Institute of N logical and 
Blindness, National Health Men Public 
Health Service, Department of Health, Educa- 
tion and Welfare, Bethesda, Maryland. Cloth. 
Pp. 432, with illustrations. Price $13.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


AN EXAMINATION OF THE CONCEPT 
OF PREVENTIVE MEDICINE. By Odin W. 
Anderson, Ph.D., Research Director, Health In- 
formation Foundation; and George Rosen, M.D., 
Ph.D., Professor of Public Health Education, 
School of Public Health and Administrative 
Medicine, Columbia University. Research Se- 
ries 12. Paper. Pp. 22. Health Information 
Foundation, 420 Lexington Avenue, New York 
17, 1960. 


RADIOLOGIC RECORDS. By Sister Chris- 
tina Spirko, C.S.J., R.T., B.S., in R.T., M.A., 
F.A.S.X.T. Associated with the Department of 
Roentgenology, St. Mary’s Hospital, Amsterdam, 
New York; Instructor in Sociology, St. Mary’s 
School of Nursing, Amsterdam, New York; Edi- 
tor, X-Ray Column, Hospital Management, Chi- 
cago, Illinois; Fellow, American Society of 
X-Ray Technicians. Cloth. Pp. 304, with illus- 
trations. Price $8.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


HANDBOOK OF NEUROLOGICAL DIAG- 
NOSTIC METHODS. Edited by Fletcher Mc- 
Dowell, M.D., Assistant Professor of Medicine 
(Neurology), Cornell University Medical Col- 
lege; and Harold G. Wolff, M. D., Anne Parrish 
Titzell Professor of Medici 
nell University Medical College. 
201, with illustrations. Price $4.50. The wil- 
liams and Wilkins Company, 428 East Preston 
Street, Baltimore 2, 1960. 


PHOTOGRAPHY IN MEDICINE. By Arthur 
Smialowski, Director, Department of Photogra- 
phy, St. Michael’s Hospital, Toronto, Canada; 
and Donald J. Currie, M.D., M.Sc., F.R.C.S.E., 
F.R.C.S.(C), D.S., F.A.C.S., Attending Staff 
Surgeon and Consultant to the Department of 
Photography, St. Michael’s Hospital, Toronto; 
and Clinical Teacher, Department of Surgery, 
Faculty of Medicine, University of Toronto. 
Cloth. Pp. 330, with illustrations. Price $14.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


XYLOCAINE. The Pharmacological Basis of 
Its Clinical Use. By Sten Wiedling, The Re- 
search Laboratories of Ab Astra, Sédertiilje, 
Sweden. Cloth. Pp. 146, with illustrations. 
Price $3.87. Almqvist & Wiksell, Stockholm. 
Astra Pharmaceutical Products, Inc., exclusive 
U.S. distributors, 7 Neponset Street, Worcester 
6, Massachusetts, 1959. 


THE WHOLE TRUTH ABOUT ALLERGY. 
By Herman Hirschfeld, M.D., F.A.C.A., F.A.A. 
C.M., F.I.MA. Paper. Pp. 199, with illustra- 
tions. Price $ .50. Allergy Publishers, 133 East 
58 Street, New York 22, 1960. 


THE OLDER PATIENT. By 21 authors. 
Edited by Wingate M. Johnson, M.D., Chief of 
Staff, Private Diagnostic Clinic, and Professor 
Emeritus of Clinical Medicine, Bowman Gray 
School of Medicine of Wake Forest College. 
Cloth. Pp. 589, with illustrations. Price $14.50. 
Paul B. Hoeber, Inc., 49 East 33rd Street, New 
York 16, 1960. 
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Diagnosis of 
streptococcal 
infections* 


It has been estimated that about 2 million people living in the 
United States today have already had, or will develop, rheu- 
matic fever at some time during their lives. Of these, more 
than 500,000 will probably die because of the rheumatic 
process or some complication developing directly from it. 

Rheumatic fever most often strikes children between the 
ages of 5 and 15, and the resulting rheumatic heart disease 
causes about 50 percent of all heart disease in this age group. 
It is estimated that in the 5- to 19-year age group in this 
country there is a current annual incidence of about 60,000 
cases of rheumatic fever. About half of these are recurrences, 
and the remainder are first attacks. It is the recurrent attacks 
of the fever which cause the actual damage to the heart itself. 

While the past 40 years have shown a marked reduction in 
theumatic fever mortality, the problem is far from solved. In 
1957, rheumatic fever and rheumatic heart disease combined 
to cause the deaths of about 20,000 in the United States. 
However, by the application of what is currently known 
about these diseases, some real progress has been made. 

What causes rheumatic fever is not fully understood, but 
research has shown that cases usually begin with a strepto- 
coccal infection—primarily of the throat. The specific patho- 
gen has been identified as group A beta hemolytic strepto- 
cocci. 

Antibiotics can eliminate streptococci, and effective prophy- 
laxis can prevent the secondary attacks of rheumatic fever. 
Indeed, penicillin prophylaxis appears to be accelerating the 
decline of rheumatic fever. 

First attacks of rheumatic fever can be prevented through 
prompt treatment of streptococcal infection which entails the 
use of an antibiotic (preferably penicillin) for a period of 10 
days. But therein lies the physician’s dilemma. A “strep 
throat” cannot always be distinguished clinically from sore 
throats caused by other organisms, but every “strep throat” 
is a potential case of rheumatic fever. 

Since there are many objections to indiscriminate penicillin 
therapy, the physician usually considers it advisable to delay 
treatment for 2 to 3 days until the causative agent can be 
identified by a throat culture. He is repeatedly forced to 
decide whether to postpone treatment until a definite diag- 
nosis is made, and perhaps save the patient some money, as 
well as lower the risk of a future penicillin sensitivity, or to 
treat the infection with penicillin immediately on the chance 
that it is “strep.” 

To date, prevention of the first attack has been almost im- 
possible to achieve, since there was no quick, certain way for 
the physician to identify streptococci. Now the fluorescent 
antibody technique has provided a means for overcoming this 
obstacle. 

The fluorescent antibody test works this way: Antibodies 
for a specific disease are stained with a fluorescent dye and 
then dropped onto a slide which has been smeared with ma- 
terial taken from the patient whose disease is to be diagnosed. 
If the smear contains a germ for which the antibody is spe- 
cific, the antibody will immediately attach itself to the germ. 
When the liquid containing the antibody is washed off the 
slide, the antibody and the germ will remain, and, under 
ultraviolet illumination, a greenish fluorescence resembling 
minute neon lights will show up on the slide. If the germ is 
not present in the specimen, the antibody will wash off the 
slide along with the liquid that contained it. 


*Reprinted from Public Health Reports, March 1960. 
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IMPOTENCE 


GLUKOR contains 200 i.u. of HCG (human chorionic 
gonadotropin) per 1 cc. This hormone has a potent 
androgenic effect by stimulation of the leydig cells in 
the interstitial tissue of the testicles.1 


GLUKOR is fortified for greater androgenic effect in 
cases of hypogonadal impotence by addition of two 
synergists, thiamine hydrochloride and L (+-) glutamic 
acid.?: 3 


The average dosage is 1 cc. intramuscularly twice a 
week for one month, continuing as required to main- 
tain the androgenic level. 


GLUKOR 


FORTIFIED CHORIONIC GONADOTROPIN 


REFERENCES: 

1. Drill's Ph logy in Medicine, 2nd ed., 1958, p, 949. 

2. Gould, W. L., Impotence, M. Times 84:302, 1956. 

3. Milhoan, A. W., Heterosexual vs. homosexual hormones, Tri-Stafe M. J. 
6:11 (Apr.) 1958. 


esearch 
upplies PINE STATION, ALBANY, N. Y. 


Kindly send me: 
Lit. on GLUKOR 
Lit. on GLUTEST—companion item for Frigidity in women 
Samples GLUTEST (oral) 
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For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
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“ has a more prompt, more potent and more prolonged 
effect than the vitamin K analogues.... Its reliability in 
treating undue hypoprothrombinemia from anticoagulant 
therapy is of particular importance. [Mephyton] can be 


depended on to reverse anticoagulant-induced hypopro- 


thrombinemia to safe levels whether bleeding is only .e 
potential or actually has occurred.” Z 
Council on Drugs: New and Nonofficial Drugs, re 

Philadelphia, J. B. Lippincott Co., 1959, p. 561. ae 


vitamin Ks 


Supply: Tablets 5 mé., bottles of 100. Emulsion, 1-cc. ampuls 
containing 10 mg. and 50 mg. per cc.; boxes of 6 ampuls. 


MEPHYTON 13 A TRADEMARK OF MERCK & 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc. PHILADELPHIA 1, PA. 
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new and forthcoming 


LIPPINCOTT BOOKS 


{. CLINICAL ORTHOPAEDICS SERIES 
Vol. 16 "The Foot." Issued three times a year. Single 


copies $7.50. Annual subscription $18.00. 


ATTENUATED INFECTION: The Germ Theory in 
Contemporary Perspective 

Harold J. Simon, M.D., Ph.D. 333 Text Pages. 15 Illustra- 

tions. NEW, 1960. $10.00. 


METAL-BINDING IN MEDICINE 
Marvin J. Seven, M.D., Editor. 400 Pages. 125 Illustra- 
tions and 79 Tables. NEW, 1960. $13.75. 


TYPICAL GYNECOLOGIC OPERATIONS: With Special 
Consideration of Technical Advantages 

Siegfried Tapfer, M.D. 81 Pages. 168 Illustrations. First 

English Edition, 1960. $9.00. 


COSMETIC SURGERY: Principles and Practice 
Samuel Fomon, M.D. 651 Pages. 608 Illustrations. NEW, 


1960. $27.50. 


AMERICAN DRUG INDEX 1960 
Charles O. Wilson, Ph.D., and Tony Everett Jones, Ph.D. 
712 Pages. NEW, 1960. $5.75. 


NEW AND NONOFFICIAL DRUGS 1960 
Council on Drugs of the A.M.A. 742 Pages. NEW, 1960. 


$3.35. 


EMOTIONAL FORCES IN THE FAMILY 
Samuel Liebman, M.D., Editor. 157 Pages. 1959. $5.00. 


STRESS AND CELLULAR FUNCTION 
H. Laborit et al. 255 Pages. 61 Illustrations. 1959. $7.50. 


ROENTGENOLOGIC DIAGNOSIS IN OPHTHALMOLOGY 
Edward Hartmann, M.D., and Evelyn Gilles, M.D. 375 
Pages. 497 Illustrations. 1959. $15.00. 


MANUAL OF SKIN DISEASES 
Gordon C. Sauer, M.D. 269 Pages. 15! Illustrations and 
28 Color Plates. 1959. $9.75. 


THE PREPARATION OF MEDICAL LITERATURE 
Louise Montgomery Cross, M.A. 451 Pages. 80 Illustra- 
tions. 1959. $10.00. 


ESSENTIAL PRINCIPLES OF PATHOLOGY 
John W. Landells, M.A., M.B., M.R.C.P., F.Z.S. 278 Pages. 
16 Illustrations. 1959. $5.00. 


PRINCIPLES OF DISABILITY EVALUATION 
Wilmer Cauthorn Smith, M.D. 210 Pages. 2 Illustrations. 
1959. $7.00. 


ORTHOPAEDICS: Principles and Their Evaluation 
Samuel L. Turek, M.D. 906 Pages. 600 Illustrations in- 
cluding 53 Plates in Color. 1959. $22.50. 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pennsylvania 


Please send me the books the numbers of which are 
circled below: 


ADDRESS...... 


(© Charge [) Convenient Monthly Payments [) Payment Enclosed 
JAOA—5-60 
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The use of the technique by State laboratories as a diag- 
nostic aid to physicians must necessarily be a gradual, natural 
growth. Lack of trained personnel is only one of many prob- 
lems connected with initiating such a service program in a 
State or community. Other difficulties involve submission and 
transportation of specimens from the physician’s office to the 
laboratory, a system for reporting the results back to the 
physician, and the maximum number of tests that can be 
performed by a single technician in any given period. In ad- 
dition, the necessary equipment—the ultraviolet light source, 
filters, and special microscope—is relatively expensive and 
not in plentiful, immediate supply. 

Through the following actions, however, the Public Health 
Service is helping to extend the use of the test as rapidly as 
possible: 

e Local personnel have been trained by the Communica- 
ble Disease Center and equipment left on indefinite loan in 
the areas that participated in the field tests. 

e About 40 Public Health Service physicians assigned to 
State and local health departments held a special meeting in 
Philadelphia on October 27, 1959, to determine the best ways 
in which they could help health departments, medical so- 
cieties, and heart associations throughout the country to take 
advantage of the new research avenues which the fast strep 
test has opened. 

e A 2-week training course for laboratory personnel of 12 
State health departments was held at the Communicable Dis- 
ease Center in January 1960. 

e Materials and equipment will be lent to laboratories as 
soon as they have personnel trained to use them. 

e Financial assistance is provided through grants from 
the National Heart Institute for research projects and through 
State grants-in-aid for purchase of equipment. 


Changes of address 


Ambrosecchia, Dominick F., from Pomona, Calif., to Bay 
View Hospital, 23200 Lake Road, Bay Village, Ohio 
Aton, Jack A., from 11815 Bluecrest Lane, to 9352 Gordon 

Ave., Whittier, Calif. 


Barnett, W. Edward, from 95 Coulter Court, Route 3, to 624 
N. Main St., Lapeer, Mich. 

Barr, Perry I., from Camden, N. J., to 15 Black Horse Pike, 
Haddon Heights, N. J. 

Bisk, Martin, from 4758 N. Franklin St., to 1328 South St., 
Philadelphia 47, Pa. 

Bolin, Wyman J., from Dallas, Texas, to Box 1331, Dade 
City, Fla. 

Bowman, Edmund A., from Detroit, Mich., to 319 Fisher 
Road, Grosse Pointe 30, Mich. 

Brolinson, Per Y., from Higbee, Mo., to Ninth & South Caro- 
lina, Louisiana, Mo. 


Carey, Wesley S., from 460 Staten Ave., to 400 40th St., Qak- 
land 9, Calif. 

Chapman, John E., from 322 Sylvan Court, to 1633 Pontiac 
St., Flint 3, Mich. 

Chatterley, Daniel J., from 748 Middlebelt Road, to 27436 
Avondale, Inkster, Mich. 


Darling, Bradford L., from 145 S. Nevada Ave., to 1441 Lit- 
tleton Blvd., Littleton, Colo. 

Davia, Mary S., from Seattle, Wash., to 3100 Carlson Blvd., 
El Cerrito, Calif. 

De Coro, Camillo T., from 720 Norbert Drive, to 792 Glen- 
denning Way, San Bernardino, Calif. 

Dewberry, Robert W., from Los Angeles, Calif., to Glendale 
— Hospital, 800 S. Adams St., Glendale 5, 
Calif. 

DiCola, Edward L., from 356 W. Tenth St., to 10 Westgate 
Drive, Erie, Pa. 


KEEPS 
THE STOMACH & 
FREE OF PAIN &f 


THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


®Miltown +anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 
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when your standing orders specify... 


TUCKS 


Soft ready-to-use cotton flannel pads 
saturated with witch hazel (50%) and 
glycerine (10%), pH about 4.6. 

As a dressing... TUCKS cools and smooths 
traumatized tissue ... without occlusive ve- 
hicles or “—caine” type anesthetics. 

In the hospital, Tucks can be kept by the 

bedside for frequent, easy changing by the 

patient or nurse. 
Asawipe... TUCKS takes the trauma out of 
cleansing tender tissue and encourages more 
thorough hygiene. 
TUCKS may also be sent home with patient 
for continuation of care. 


jars of 40 and 100. 
Please send 1 me a sample supply of TUCKS. 
D. O. 
Address 
FULLER PHARMACEUTICAL COMPANY 
3108 W. Lake Street 
Minneapolis 16, Minnesota 10 


English, Wayne R., Jr., from North Quincy, Mass., to 1900 
Ocean St., Marshfield, Mass. 

Epperson, J. Gordon, from 827 Latham Square Bldg., to 400 
40th St., Oakland 9, Calif. 

Frey, Everett C., from 20 Church Lane, to 35 Church Lane, 

Westport, Conn. 


Friedenberg, Martin L., from Detroit, Mich., to 21380 Green- 
field, Oak Park 37, Mich. 

Friedman, Arthur M., from 408-10 Stambaugh Bldg., to 1239 
Elm St., Youngstown 4, Ohio 


Gardner, Robert G., from 1625 E. Las Olas Blvd., to 1520 E. 
Las Olas Blvd., Fort Lauderdale, Fla. 

Gatien, Lionel A., from River Rouge, Mich., to 13136 W. 
Fort St., Southgate, Mich. 

Gedney, Dewaine L., from Philadelphia, Pa., to 1340 DeKalb 
St., Norristown, Pa. 

German, Arthur C., from Box 109, to Box 128, Lyons, Mich. 

Gilhousen, John S., from 410 U. S. Natl. Bank Bldg., to 1615 
E. 12th St., The Dalles, Ore. 

Gilmore, Norval H., from Flint, Mich., to 103 S. 160th St., 
Seattle 88, Wash. 

Gluckson, Leonard D., from 1920 S. La Cienega Blvd., to 
6222 Wilshire Blvd., Los Angeles 48, Calif. 

Gordon, Richard B., from Madison, Wis., to Harvard Club, 
318 Commonwealth Ave., Boston 15, Mass. 

Grayson, William J., from Philadelphia, Pa., to 96 N. Lock- 
willow Ave., Harrisburg, Pa. 


Hamilton, D. W., from Ardmore, Okla., to Box 217, Healdton, 
Okla. 

Hamlin, Wilkie S., from 400 Fortieth Bldg., to 400 40th St., 
Oakland 9, Calif. 

Happel, Robert F., from 21541 W. McNichols Road, to 20032 
W. MeNichols Road, Detroit 19, Mich. 

Hipple, John A., from Bay City, Mich., to 47 Austin St., 
Sandusky, Mich. 

Hunt, Gerald M., from Cardiff, Calif., to 515 Glenmont Drive, 
Solana Beach, Calif. 


Isenberg, Seymour, from North Bergen, N. J., to 88 Edge- 
water Place, Edgewater, N. J. 

Isett, F. Gerald, from Van Nuys, Calif., to 7611 Balboa Blvd., 
West Van Nuys, Calif. 


Jennings, Ralphae G., from Minden, Nev., to Box 445, 
Apache, Okla. 


Kopec, Thaddeus Stanley, from Bryant Pond, Maine, to 1979 
Ridgewood Ave., South Daytona, Fla. 


Lahrson, Glennard E., from 460 Staten Ave., to 400 40th St., 
Oakland 9, Calif. 

Landsberg, Ralph, from 1202 Third St., to 4826 Karchmer, 
Corpus Christi, Texas 

Leo, Orlando D., from 356 W. Tenth St., to 10 Westgate 
Drive, Erie, Pa. 

Lewis, Selwyn F., from 3933 E. Broadway, to 4220 E. First 
St., Tucson, Ariz. 

Lippold, Thomas H., Jr., from Columbus, Ohio, to 205 Fil- 
more, Mount Ayr, Iowa 

Lyngby, Christian C., from 5250 S. Ellis Ave., to 123 E. 
103rd St., Chicago 28, IIl. 

Lyons, Louis S., from Box 14, to Loving Community Hospi- 
tal, Loving, N. Mex. 

Lyster, Sturgis C., from Rockport, Texas, to 499 Capital Ave., 
S. W., Battle Creek, Mich. 


Maglietta, James L., from Bristol, Pa., to 375 Indian Creek 
Drive, Levittown, Pa. 

Mannarelli, J. E., from 356 W. Tenth St., to 10 Westgate 
Drive, Erie, Pa. 

Martin, Charles G., from 2025 Indian Rocks Road, to 321 
N. Indian Rocks Road, Largo, Fla. 

Masters, William R., from Galena Park, Texas, to 7112 Lyons 
Ave., Houston 20, Texas 

May, Andrew, Jr., from 460 Staten Ave., to 400 40th St., 
Oakland 9, Calif. 

McCallion, William P., from 8349 Wisconsin Ave., to 8881 

Beech-Daly Road, Detroit 39, Mich. 
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AN IMPORTANT STATEMENT ON 
BACTERIAL SENSITIVITY TESTING 
WITH THE NITROFURANS 


The individual nitrofurans — ALTAFUR, FURADANTIN, 
FuRoxoNnE, FuRaAciN—are not interchangeable either in 
clinical application or in susceptibility testing. Although 
chemically related, these compounds differ to a highly 
significant degree in their range of antibacterial activity 
as well as in solubility, diffusion rate, and other physical 
characteristics. For this reason, SENsI-Discs* containing 
each of these nitrofurans are provided for appropriate 
disc plate testing. Results are valid only for the compound 
tested. Cross-interpretation will lead to erroneous con- 


clusions. 


Antibacterial Spectrum Clinical Application 


Nitrofuran. 


Systemic infections, ALTAFUR 


Wide. Particularly 


ALTAFUR® 
(brand of furaltadone) effective against including those of the Senst-Discs* 
staphylococci, including respiratory tract and 
antibiotic-resistant soft tissue. (Rapidly 
strains. absorbed, low urinary 
excretion.) 
FuraDANTIN® Wide. Highly active Urinary tract infections. | FURADANTIN 
(brand of nitrofurantoin) against urinary tract (Rapidly absorbed, high Senst-Discs* 


pathogens. urinary excretion.) 


Enteric infections. FuROXONE 
(Minimal systemic SeEns1-Discs* 
absorption.) 


Furoxone® Wide. Especially 
(brand of furazolidone) effective against 
enteric pathogens. 


Wide. Encompasses Used topically only. Furacin 
Senst-Discs* 


Furacin® 
(brand of nitrofurazone) most surface pathogens. 


*Available from the Baltimore Biological Laboratory (Division of Becton, Dickinson & Co.), Baltimore 18, Md. 


NITROFURANS—a unique class of antimicrobials EATON LABORATORIES, NORWICH, NEW YORK 
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to help control 


progressive disorders 


of aging... 


mineral-vitamin-hormone supplement 


KAPSEALS® 


begins at 40 


Taken during the middle years, ELDEC 
Kapseals help forestall nutritional and hor- 
monal deficiencies that contribute to the 
troublesome disorders of aging. ELDEC 
Kapseals provide comprehensive physiologic 
supplementation. . . aid in maintaining meta- 
bolic efficiency. At a time when normal func- 
tion is declining, ELDEC Kapseals help lay a 
firm foundation for good health and vitality 
in the later years. 
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PARKE, DAVIS & COMPANY “ y™ - 
Detroit 32, Michigan . 


McGrady, James P., from 535 E. 23lst St., to Box 1257, 
Wilmington, Calif. 

Mc Kenna, E. H., from Phoenix, Ariz., to 222 Danigelis Bldg, 
Muskegon Heights, Mich. 

Messina, Joel M., from 24329 Patricia, to 27552 Van Dyke 
Ave., Warren, Mich. 

Meyer, William A., from 100 W. Osborn Road, to 1502 W., 
Osborn Road, Phoenix, Ariz. 

Miller, Jack M., from Wyandotte, Mich., to 17032 Fort Road, 
Riverview, Mich. 

Musselman, Dolores D., from Kansas City, Mo., to 136 Main 
St., Granby, Mo. 


Niehouse, George K., from 5165 W. Alameda Ave., to 45 
Sheridan Blvd., Denver 26, Colo. 

Novak, Augustine R., from Muskegon Osteopathic Hospital, 
to 530 Cambridge Drive, Muskegon, Mich. 


O’Day, James J., from Garden City, Mich., to 1214 S. Wayne 
Road, Wayne, Mich. 

Offenberg, Max, from Montebello, Calif., to 3800 E. First 
St., Los Angeles 63, Calif. 


Patterson, Robert D., from Spring Lake, N. J., to 836 E. At- 
lantic Ave., Delray Beach, Fla. 

Percival, David B., from El Cerrito, Calif., to 400 40th St., 
Oakland 9, Calif. 

Pettit, Stanley C., from Cor. Oak & Second Sts., N. W., Box 
146, to 215 Oak St., N. W., Box 537, Cleveland, Tenn. 

Polk, Henry Allan, from Philadelphia 20, Pa., to 47 Pinehurst 
Ave., Dayton 5, Ohio 

Polsinelli, Jerry, from 21541 W. McNichols Road, to 20032 
W. MeNichols Road, Detroit 19, Mich. 

Pomeroy, Ira L., Jr., from 5990 Alameda Ave., to 7177-B 
Alameda Ave., El Paso, Texas 

Price, Everette L., from Anaheim, Calif., to 7711 Hopi Road, 
Stanton, Calif. 


Raffa, Dominic, from Tampa, Fla., to Charles E. Still Osteo- 
pathic Hospital, 1201 S. Madison St., Jefferson City, Mo. 

Reagan, Walter N., from Anaheim, Calif., to 2025 Indian 
Rocks Road, Largo, Fla. 

Reynaud, Arthur J., from Hollywood, Calif., to 4111 N. 
Maine Ave., Baldwin Park, Calif. 

Rubenstein, Laurence, from Lancaster, Pa., to 748 Ridgewood 
Road, Millburn, N. J. 

Rutherford, Donald H., from 719 Latham Square Bldg., to 
400 40th St., Oakland 9, Calif. 

Ryle, William Wayne, from Loveland, Ohio, to 125 N. 
Broadway St., Blanchester, Ohio 


Schofner, Robert M., from Mount Pleasant, Mich., to 2840 E. 
Bay Drive, Largo, Fla. 

Selnick, William B., from North Olmsted, Ohio, to 8000 Ken- 
wood Road, Cincinnati 36, Ohio 

Shelton, Edward J., from Detroit, Mich., to 25102 Harper 
Ave., St. Clair Shores, Mich. 

Smith, Leslie B., from Milwaukee, Wis., to Doctors Hospital, 
1087 Dennison Ave., Columbus 1, Ohio 


Thomas, William A., from 1414 Federal Road, to 1704 Fed- 
eral Road, Houston 15, Texas 

Trimble, A. Andrew, from College Park, Ga., to 2579 Wood- 
green Drive, Chamblee, Ga. 

Tuche, ar from 460 Staten Ave., to 400 40th St., Oakland 
9, Calif. 


Van Meter, Walter Lee, from Rodmell House, Frant Road, to 
Carlton House, Calverley Park Gardens, Tunbridge 
Wells, Kent, England 

Vawter, William E., from 827 Latham Square Bldg., to 400 
40th St., Oakland 9, Calif. 

Von Wald, Vernon L., from Clearwater, Fla., to 57 N. E. 
44th St., Fort Lauderdale, Fla. 


Ware, Eustace J., from 1800 W. Jefferson Ave., to 1800 13th 
St., Des Moines 14, Iowa 

Watts, Russell W., from 5852 Saloma Ave., to Normandy 
Osteopathic Hospital, 7840 Natural Bridge Road, St. 
Louis 21, Mo. 

Weathers, William A., from 306 W. T. Waggoner Bldg., to 

Liberator Clinic, Fort Worth 8, Texas 
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Whinney, Robert A., from 1423 Medical Arts Bldg., to 2225 
Spring Garden St., Philadelphia 30, Pa. 
White, Robert E., from Battle Creek, Mich., to Nashville, 


Mich. 
Williams, Aubrey D., from 861 Lincoln Road, to 5 Lewis 


Center, Newark, Calif. 
Wilson, Llewellyn, Jr., from 5860 Pine St., to 5863 Christian 


St., Philadelphia 43, Pa. 

Wong, William Stanley, from Compton, Calif., to 30 E. 
Minarets Ave., Pinedale, Calif. 

Yelsa, Charles J., from Stockton, Calif., to 548 E. Yosemite, 


Manteca, Calif. 
Yeoham, James A., from 521 W. Fourth St., to 118B Frisco 


Bldg., Joplin, Mo. 


Applications for membership 


CALIFORNIA 


Robinson, N. Fuller, (Renewal) 601 Lee Lane, El Monte 
Fancher, Hampton L., Jr., (Renewal) 14420 Crenshaw Blvd., 


Gardena 
Green, Betty Alice, (Renewal) 6503 Benson St., Huntington 


Park 


COLORADO 
Stephens, Harley W., (Renewal) 4526 York St., Denver 16 


FLORIDA 
DeCosmo, John Jr., (Renewal) 1600 52nd Ave., N., St. 
Petersburg 14 


KANSAS 
McClaskey, Claget W., (Renewal) Box 155, Cuba 


MICHIGAN 
Nuhn, John H., (Renewal) 35 Ypsilanti St., Pontiac 


MISSOURI 
Oney, Glenn R., (Renewal) Alba 


NEW JERSEY 
Falcone, italo j., (Renewal) 247 Livingston Ave., New 


Brunswick 
Powell, Robert H., (Renewal) Downer Road, Sewell 3 


OKLAHOMA 
Shaub, Victor W., (Renewal) Box 577, Carmen 


PENNSYLVANIA 
Pepper, John Lawrence, (Renewal) 1452 Blackrock Road, 


i Swarthmore 
Landgrebe, William H., (Renewal) 7105 Chestnut St., Upper 


Darby 


TEXAS 
Toohey, James Joy, (Renewal) 202-04 S. E. 11th St., Grand 


Prairie 
Turner, H. W., (Renewal) Coats-Brown Clinic & Hospital, 


615 S. Broadway, Tyler 


WISCONSIN 
Vandeveer, Horace V., (Renewal) 625 S. Main St., Viroqua 
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begins at 40 


Physiologic Prophylaxis 

¢10 important vitamins plus minerals to help 
maintain cellular function and correct 
deficiencies 

+ protein improvement factors to help compen- 
sate for unwise choice of food 

+ digestive enzymes to aid in offsetting decreased 
natural production 

* steroids to stimulate metabolism and prevent or 

help correct protein depletion states 

Packaging: ELDEC Kapseals are available in bottles of 100 


for happy, 
healthy retirement years 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS® 
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Suit the therapy to the condition 
remember this topical trio for personalized treatment 


e each stops itch and inflammation quickly 
@ each instantly restores and maintains the normal 
protective acid pH 


the best therapeutic beginning’ in acute skin inflammation 


DOMEBOR on rowonn packers pi 4.2 


The Original Modernized Burow’s Solution Tablets in containers of 
12, 100, 500, 1000. 
Powder Packets in 
boxes of 12 and 100. 


convenient wet dressings stay moist longer... maintain 
constant pH...speed healing...reduce inflammation. 


maximum steroid benefits at lower dosage —lower cost 


C ORT D OME ® 14% hydrocortisone in exclusive AcID 
4 j - Vi MAnmTLeE vehicle “is about as effective as 
CREME OR LOTION pH 4.6 1% in most conditions treated.” 

Hydrocortisone Free Alcohol in AcID MANTLE® %y%, 1% or 2% hydrocortisone free alco- 
Most universally employed anti-inflammatory hol in water-miscible ActiD MANTLE vehicle. 


steroid for topical use. In ¥% ounce squeeze bottles, each with spe- 
cial soft plastic ear-applicator. 


if infection complicates inflammation 

N ) T or 1% hydrocortisone free alcohol 
LN K ( al OR | |) OME and 5 mg. per Gm. neomycin sulfate in ex- 
CREME OR LOTION pH 4.6 elusive water-miscible AciD MANTLE ve- 
Hydrocortisone Free Alcohol plus Neomycin in hicle. In 14 ounce squeeze bottles, each with 
Acip ManTLE® special soft plastic ear-applicator. 


1. Jones, E. H.: Eye, Ear, Nose & Throat Month. 38:460, 1959. 2. Lockwood, J. H.: Bull. A. Mil. Dermatologists 4:2, 1955. 


a? 125 West End Avenue/New York 23, N. Y. + Los Angeles / Montreal 


DOME CHEMICALS INC. wy World Leader in Dermatologicals 
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PRURITUS ANI 


Treated Orally with 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 


shows good re- 

sults. We would 
like to send you 
the recently pub- 
lished paper by 
Dr. Louis H. Brooks 
| who says, 


“It was found that administration of 
Malt Soup Extract in dosages of one 
or two tablespoonfuls twice daily 
produced favorable results. Within 
two or three days after beginning 
this simple regimen, the itching and 
burning usually disappeared. Fre- 
quently there was prompt remission 
of symptoms which was followed by 
improvement in the condition of the 
tissue of the anal canal and the 
perianal skin.* 

Malt Soup Extract promotes the 
growth of aciduric flora in the lower 
tract. Because this product is a food 
and not a drug, there are no side. 
effects. Because it is not habit form- 
ing, it can be given over long peri- 
ods of time when necessary. Dia- 
betic patients should allow for 60 
calories for each tablespoonful. 

Malt Soup Extract Powder is spe- 
cially processed non-diastatic barley 
malt extract neutralized with potas- 
sium carbonate. 

Two heaping tablespoonfuls twice 
a day is the usual effective dose and 
this may be reduced to two table- 
spoonfuls at bed time when satis- 
factory results are secured. 

Malt Soup Extract is available in 
liquid and powder form in 8 oz. and 
16 oz. jars at most drug stores coast 
to coast. 

*Diseases of the Colon & Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 
Samples and literature 
gladly sent on your request 


Borcherdt Company 
217 North Wolcott Avenue, Chicago 12, Ill. 
In Canada: Chemo Drug Co. Lid., Toronto, Ont. 


Borcherdt Company PAP 
217 No. Wolcott Ave., Chicago 12, Ill. 

Gentlemen: Please send samples and literature of 
your Malt Soup Extract (Maltsupex). 
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FLEXIBILITY 


in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 


... the type and amount of carbohydrate 
... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience . .. for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed 
to babies 


Added vitamin D in required amounts 
Maximum nourishment—minimum cost to parents 


PET MILK COMPANY, ST. LOUIS 1, 
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Improves night-time restoration and day-time performance 


e Gradually prepares patient to awaken better rested and 
more alert 

... permits sounder sleep 
...lessens sleep requirements 


e Increases daytime energy 


e Counteracts mild depression 
...acts to stabilize emotionally disturbed patients with 
or without concomitant disease ; 


e Useful in treating children with learning defects and behavior 
problems...lengthens attention span 


e Unlike monoamine inhibitors. It is not necessary to monitor 
Deaner’s administration with repeated laboratory 
tests...Deaner may be given with safety to patients with 
previous or current liver disease, kidney disease or 
infectious diseases. 


*Deaner’ is supplied in scored tablets containing 25 mg. of 
2-dimethylaminoethanol as the p-acetamidobenzoic acid salt. 


chronic fatigue and many other emotional and behavioral problems 


Literature, file card and bibliography on request 
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In response to physician demand 


more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


SERPASIL-ESIDRIX 


2/2708 MK 
SERPASIL® (reserpine cisa) / ESIDRIX® (hydrochlorothiazide cipa) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cisa) 
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